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Che Beattie-Smith Lectures. 


(UNIVERSITY OF MELBOURNE. ) 





By Norvat Morris, 


Associate Professor of Criminology and Senior Lecturer in 
Law, University of Melbourne. 





LEcTURE I: THE PSYCHIATRIST AND THE 
CrIMINAL Law. 


Ir was courageous to invite a layman to offer the Beattie- 
Smith lectures; it is foolhardy of me to have accepted; 
but my appreciation of the honour overcame any shrinking 
reluctance I may have felt. , 


‘ty training and interests are in law, particularly in the 
criminal law. Any sincere study of the criminal law and 
its operation leads one to a general interest in sociology, 
and also to a repeated confrontation with many aspects of 
psychiatry and the work of psychiatrists. The range of 
topics which might be embraced under the title “The 
Psychiatrist and the Criminal Law” is very extensive. 
Indeed, it is to be hoped that, as we face the inevitable 
duty of reshaping our criminal law to the changing circum- 
stances of the second half of this century, psychiatrists 
will be brought into closer collaboration with the com- 
munity agencies facing this task. I have worked on a 
committee of the American Law Institute, charged with the 
formulation of a Model Criminal Code, which had as mem- 
bers Dr. M. S. Guttmacher and Dr. W. Overholser, who are 





“— at Melbourne on September 24 and October 1, 


outstanding American forensic psychiatrists, and I can 
testify to the remarkably valuable contribution that they 
made to the discussions. In the same “Excited States of 
America” I also gave two seminars in criminal law for 
graduate students, to each of which I managed to persuade 
a psychiatrist to come as Devil’s advocate; he did not 
prepare any material; his duty was merely to ask the 
difficult and unsettling question whenever he could. The 
class certainly gained—I think the psychiatrists did also. 


It will, of course, be possible for me tonight to take up 
only one or two of the many aspects of the relationship 
between psychiatry and the criminal law—far fewer, I fear, 
than I promised in the notice of this lecture. 


There is no shortage of books, monographs, articles and 
papers on psychiatry and the criminal law. Usually their 
main focus of attention is the M‘Naghten Rules. This 
attention is proper, for the major premise of the criminal 
law is that man-is deterrable by the threat of criminal 
sanction; when one who has done an otherwise criminal 
act is obviously not deterrable, it is improper to impose 
criminal sanction. Similar reasoning exculpates very young 
children from criminal liability. In Victoria, fantastically 
enough, married women have a somewhat similar excul- 
pation for crimes committed in the presence of their hus- 
bands. It was concerning this extraordinary doctrine of 
coverture that Mr. Bumble said, in “Oliver Twist”, that 
“the law is a ass”. 

But the law is not at all an ass to exempt from criminal 
liability one whose act was the result of mental illness 
and not the result of a choice to do wrong (admittedly a 
misleadingly simple and probably false antithesis), the 
latter being imputed except where it is obviously lacking, 
and where to impute it would run counter to the relatively 
recently accepted socio-ethical proposition that we do not 
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desire to punish the sick. In the result, those interested 
in forensic psychiatry have tended to focus their attention 
on the defence of insanity—that is to say, under common 
law systems, on the M‘Naghten Rules. To a degree, this 
concentration has distracted attention from other problems 
of more practical importance concerning the relationship 
between the work of the psychiatrist and those involved 
in making, applying and enforcing the criminal law. I shall, 
therefore, try to use the M‘Naghten Rules controversy as a 
springboard into some of these other problems. 


As is well known, the M‘Naghten Rules, formulated in 
1843 in answer to questions propounded to the judges by the 
House of Lords, constitute the legal test of insanity when 
it is pleaded as a defence to a criminal charge. It should 
be stressed that they are and must be a legal test, not a 
medical or psychiatric test, for they seek to answer a legal 
and not a medical or psychiatric question—namely, should 
this accused >erson, by reason of his mental state at the 
time of commission of the crime, be excused from punish- 
ment under the criminal law? Or, more briefly, is he 
responsible under the criminal law for his act? If you 
doubt the necessarily legal quality of this question, consider 
other areas where mental competence is relevant to legal 
decision. Was this man mentally fit to make a will leaving 
his entire assets to his pulchritudinous nurse? Was this 
man mentally competent to enter into this grossly unfavour- 
able contract? Was another mentally competent to be bound 
in marriage by the ceremony which he went through? (You 
must be fiercely psychotic to get an excuse here.) Is this 
accused fit to plead to the charge, to understand the charge 
against him, and to instruct his counsel? Is this person 
sufficiently sane for the court to order his release from a 
mental hospital pursuant to a writ of habeas corpus? All 
these are legal questions. They are not medical or psychi- 
atric questions. They are, of course, legal questions on 
which psychiatric evidence is necessary, but in the last 
resort they will involve value judgements which the psychia- 
trist, if he is wise, will eschew. 

This decade of the twentieth century is likely to be 
regarded as the formative period of the change, throughout 
the common law world, of the defence of insanity from its 
1843 formulation. Many new formulations are now being 
responsibly suggested. There is now a clear divergence 
between the interpretation and application of the M‘Naghten 
Rules in England and in Australia, with the Australian 
High Court in Stapleton’s case allowing a more liberal 
interpretation of those rules than did the English Court of 
Criminal Appeal in Windie’s case. In 1953 the United States 
Court of Appeals of the District of Columbia decided the 
case of Durham, expressly rejecting the M‘Naghten Rules 
and adumbrating an alternative test. The Royal Com- 
mission on capital punishment in England propounded two 
alternative tests to M‘Naghten. The Group for the Advance- 
ment of Psychiatry in the United States offered its formu- 
lation. An advisory committee of psychiatrists, lawyers and 
sociologists convened by the American Law Institute 
advanced its favourite. Finally, by the Homicide Act, 1957, 
England has taken over some aspects of the Scots defence 
of diminished responsibility and, though retaining the 
M‘Naghten Rules as the main test of a complete defence of 
insanity to a criminal charge, has set up, by way of miti- 
gation of penalty, the qualified defence of diminished 
responsibility, which may reduce.a killer’s criminal liability 
from that of murder to manslaughter, just like the qualified 


defence of provocation. 

Let me. bring these various tests to your attent'~n, 
mentioning in advance that the suggestion will be made 
that the differences between them in practice are very 


much less than might at first sight ap.-ar. I shall not 
set out the M‘Naghten Rules themselves, assuming that 


their formulation is well known to you.' 


The Royal Commission on Capital Punishment’? stated 
that “the test of responsibility laid down by the M‘Naghten 





2The: accused; under the M‘Naghten Rul “has. @ defence if 
it can be shown that at the time of the act he was “labouring 


under such 2 defect of. reason from disease of the mind as not 
wality of the act he was 


dothe: or, if 
he ‘did “know tt “that h he re ald not know he was doing what was 


sgn OE 
ommission on Capital Punishment, 1949-1958 Report, 
md. 8932, pp. 111-116, sil 


Rules is so defective that the law on the subject ought to 


be changed” and recommended that an addition to the 
rules along the following lines should be made: 


The jury must be satisfied that, at the time of commit- 
ting the act, the accused, as a result of disease of the 


mind or mental deficiency (a) did not know the nature 
and quality of the act or (b) did not know that it was 
wrong or (c) was incapable of preventing himself from 
committing it. 

To the foregoing recommendation there was only one 


dissentient member of the Commission. To the next recom- 
mendation there were three dissentients: 


That a preferable amendment of the law would be to 
abrogate the Rules and to leave the jury to determine 
whether at the time of the act the accused was suffering 
from disease of the mind or mental deficiency to such a 
degree that he ought not to be held responsible. 


The United States Court of Appeals‘ held as follows in 
Durham v. United States: 


... We find that as an exclusive criterion the right- 
wrong test is inadequate in that (1) it does not take 
sufficient account of psychic realities and scientific 
knowledge, and (2) it is based upon one symptom and so 
cannot validly be applied in all circumstances. We find 


that the “irresistible impulse” test is also inadequate in 
that it gives no recognition to mental illness charac- 


terized by brooding and reflection and so relegates acts 
caused by such illness to the application of the 
inadequate .right-wrong test. 

The rule we now hold must be applied on the 
retrial of this case and in future cases is not unlike that 
followed by the New Hampshire court since 1870.. It is 
simply that an accused is not criminally responsible if 
his unlawful act was the product of mental disease or 
mental defect. 

In the report of the Group for the Advancement of 
Psychiatry’ the following statements were made: 


SECTION I. Definition of mental illness: ‘Mental 
illness” shall mean an illness which so lessens the 
capacity of a person to use (maintain) his judgement, 
discretion and control in the conduct of his affairs and 
social relations as to warrant his commitment to a 
mental institution. 

SECTION II. When mental iliness is a defense: No 
person may be convicted of any criminal charge when 
at the time he committed the act with which he is 
charged he was suffering with mental illness as defined 
by this Act, and in ——— thereof, he committed 
the act. 

In the American Law Institute’s Model Penal Code, 
Draft 4, the following appears: 

(1) A person is not responsible for criminal conduct if 
at the time of such conduct as a result of mental disease 
or defect he lacks ‘substantial capacity either to 
appreciate the criminality of his conduct or to conform 
his conduct to the requirements of law. 

(2) The terms “mental disease or defect” do not 
include an abnormality manifested only by repeated 


criminal or otherwise anti-social conduct. 


The following are extracts from the Homicide Act, 1957 
‘(ungiand and Wales), Section 2: 

(1) Where a person kills or is a party to the killing 
of.another, he shall not be convicted of murder if he was 
suffering from such abnormality of mind (whether 
arising from a condition of arrested or retarded develop- 
ment of mind or any inherent causes or induced by 
disease or injury) as substantially impaired his mental 
responsibility. for his. acts and omissions in doing or 
being a party to the killing. 

(2) On a charge of murder, it shall be for the defence 
to prove that the person charged is by virtue of this 
section not liable to be convicted of murder. 


1U.S. Court of Appeals, District of Columbia Circuit, 1954, 





(214 F.2d. 862. 


2 Report 26, May, 1954. 
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(3) A person who but for this section would be liable, 
whether as principal or as accessory, to be convicted of 


murder shall be liable instead to be convicted of man- 
slaughter. 


It is important that both psychiatrists and lawyers should 
address their minds to the comparative walue of these 
suggested tests of the defence of insanity, because the 
searching out of this problem leads us quickly to grapple 
with the fundamental problems of the definition of criminal 
responsibility, the fundamental problems of the role of 
the criminal law in our society. It is also important to 
seek to exercise one’s choice between these tests, because 
they have a very direct effect upon the conduct of a trial, 
and upon what evidence is strictly admissible and what 
evidence should not be admitted. For example, the psychia- 
trist giving evidence on the mental condition of an accused 
person who has pleaded the defence of insanity before 
a court which is applying the Durham Rule should be able 
to introduce much more general information concerning the 
accused and his psychological condition than he would were 
the court strictly to apply the M‘Naghten Rules. 


The choice between these Rules is thus of profound 
theoretical importance and of some practical relevance to 
the conduct of a trial; what I would like to suggest is that 
it has only indirect relevance to the result of any given 
trial. I am thinking of the application of these Rules under 
a jury system, for that is the reality. Under such a system 
it is my submission that the jury, however we direct them 
on the law, will in fact be posing for themselves questions 
of accountability to the criminal law, of punishability. 
They are unlikely to be very greatly influenced in their 
decision by the specific form of words in which the judge 
formulates this issue for them. There is some evidence 
to support this contentious statement. Professor Weihofen, 
in his work, “The Urge to Punish”, reports a study made 
by the University of Chicago Law School on this question. 
The actual facts of the Durham case were presented to a 
number of juries. The jurors were drawn from the regular 
Chicago Municipal Court jury pool. They heard the 
evidence and deliberated and returned a verdict just as in 
an- actual case. They were also asked to fill in question- 
naires before the trial, after the trial but before delibera- 
tion, and after the jury verdict. Various factors were 
found to affect the juror’s tendency to find the defendant 
sane and guilty, or insane: the juror’s socio-economic 
status, his occupation, his education, certain other personal 
aspects of his life, the seriousness of the crime charged, 
and his general attitude towards criminals and punish- 
ment; but one factor that did not seem to affect the results 
was ie instructions of the judge on the law governing 
insanity as a defence. Half the juries were given a 
M‘Naghten test in their instructions; the other half were 
given the Durham Rule. This did not affect the verdicts one 
way or the other. After the trial, the jurors were told that 
there was another possible rule, and were asked whether 
instructions giving that other rule would have led them 
to a different decision, and which of the two rules the juror 
thought the court should use in the future. No conclusions 
emerged from this inquiry favourable to one or other of the 
rules, other than the conclusion that it did not seem to 
matter whether one directed the jury in terms of M‘Naghten 
or in terms of Durham. 


If this is correct, then the criteria of discriminating 
between these various tests must criteria of only 
marginally direct effect on the decision in any given case. 
This does not mean that they will not haye an indirect 
effect by influencing the range and quality of the evidence 
which a psychiatric witness may advance. It must be 
admitted that when a court is generously applying the 
M‘Naghten Rules, there is little evidence that a psychiatrist 
would want to put before the court which he will not 
be able to. This means that to make one’s choice between 
the competing tests, one should not search for any sub- 
stantial difference in the direct operative effect of the 

‘words chosen. Nevertheless, the psychiatrist will be better 
able to fulfil his function when the questions which he is 
asked in examination-in-chief and in cross-examination are 
capable of having some relevance to the state ak wad xnow. 
ledge of the mental condition of the accused 
fit is submitted that all the suggested ‘altern: alternatives tc to ‘the 
M‘Naghten Rules are in this respect clearly preferable to 


THE MEDICAL JOURNAL OF AUSTRALIA 


the M‘Naghten Rules themselves. In an article in the 
British Medical Journal of September 25, 1954, Dr. Eliot 


Slater precisely stated this defect of the M‘Naghten Rules: 


The worst effect of the Rules... is their influence... 
on the way in which psychiatric evidence is taken and 
the medical witness is examined and cross-examined. 
As the only thing that matters is whether or not the 
mental abnormality of the accused passes the M‘Naghten 
_test, the really important clinical aspects get passed over. 
No attempt is made to show in any detail in what way 


the accused was mentally abnormal, or what was the 
significance of the abnormality in the chain of cause 


and effect which led to the crime. The judge’s summing- 


up in the Straffen case shows to what lengths the law 
goes in assigning relevance to what are, from the 
medical point of view, trivial, insignificant, or even wholly 
metaphysical and speculative aspects of the case, and to 
what extent the dynamics of the crime are dealt with as 
irrelevant. The facts in the Straffen case need only the 
briefest recapitulation. The killer was a feeble-minded 
youth who, on the occasion of a previous murder, had 
been found unfit to plead because of his mental 


deficiency. Some years later he escaped from Broadmoor, 
where he had been confined, and in a few hours of 
liberty committed another murder. 

On this second occasion he was found fit to plead, and 
the question arose at his trial whether he was medico- 
legally responsible. In his address to the jury Mr. 
Justice Cassels said: “Ask yourselves whether you are 


satisfied by the defence that at the time when he did 
that murder he was insane within the meaning of the 
criminal law; not that he was feeble-minded; not that he 


had a lack of moral sense; not that he had no feeling 
for his victim or her relatives; not that he had no 


remorse; not that he may be weak in his judgment; 


not that he fails to appreciate the consequences of his 
act; but was he insane through a defect of reason 


caused by disease of the mind, so that either he did not 
know the nature and quality of his act, or if he did 
know it, he did not know that it was wrong?” 

The fact that such an attitude is the one required by 
the law prevents the proper presentation of psychiatric 
evidence; it impedes scientific advance in the under- 


standing of the relation between mental abnormality and 
crime; and it throws a barrier in the way of education 


of the public and of officers if the law in what our 


scientific knowledge and understanding already are. This 
is the lesson in social organization to which the curious 


concatenation of events which followed the M‘Naghten 
ease has now led. 

I shall return to this aspect of the operation of the 
M‘Naghten Rules; but I am anxious not to dwell for long 
on the choice between these tests, but rather to turn to the 
consequences of a finding that the accused is not guilty on 
the grounds of insanity, and then to face the question of 
the procedural and evidentiary rules under which the 
psychiatrist comes to the court as an expert witness. 


In Victoria, when a court finds a person accused of 
crime not guilty on the ground of insanity (and it will, 
in practice, always be murder that has been charged 
when this defence is pleaded), it shall, pursuant to 
Section 451 of the Crimes Act, “order such person to be 
kept in strict custody in such place and in such manner 
as to the court seems fit until the Governor’s pleasure 
is known; and thereupon the Governor may give such 
order for the safe custody of such person during his 
pleasure in such place and in such manner as to him seems 
fit”. What actually happens in this State is that people 
found not guilty on the ground of insanity are held either 
in an institution under the control of the Mental Hygiene 
Authority or in a prison, the choice between mental hospital 
and prison ultimately being made administratively, and 
made normally on the advice of the government medical 
officer and the assistant government medical oflicer. In 
practice, people found not guilty on the ground of insanity 
are likely to be found in Pentridge. There are at present 
nine men and two women in Victorian prisons who have 
been found not guilty on the ground of insanity, and who 
can only properly be regarded as serving sentences for 
crimes which the jury have found they did not commit. 
Putting no fine phrase upon it, this seems to me to be a 
disgraceful practice. 

The stock answer to the criticism I have advanced is: 
“These people are in fact quite sane and it would be wrong 
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to hold them in a mental hospital. After all, they have 
killed another person and the statutory provisions require 
that they shall be held until the Governor-in-Council 
decides to release them. Prison is the best place for them.” 
To my mind there is considerable confusion in this reply. 
But to see the problem in proper perspective, it is necessary 
to take an historical approach to it. 


The first and obvious deduction from the history of this 
defence is the most significant: the defence of insanity 
developed as and functioned as a means of avoiding capital 
punishment. A test suited to deciding who should be hanged 
and who should not be hanged, although he had killed, is 
not likely to be suited to the entirely different decision 
of whether to hold such a person in a prison or in a mental 
hospital. In practice, though the hangman was the counter- 
balance in the scales of the development of the M‘Naghten 
Rules, we can disregard him now, for only in the most 
exceptional case in which the public has been greatly 
stirred is there the risk of the execution of one about 
whose sanity any real doubts are held. Such exceptional 
and shameful cases are those of Sodeman in this country 
and Straffen, Christie and Haigh in England. 


In the eighteenth century in England, one found not 
guilty on the ground of insanity (as the verdict was then 
in England and still is in Australia) was merely discharged 
from custody, the work of the criminal court being at an 
end. In 1800, however, an Act was passed in England 
which was in substance reenacted in 1883, and which has 
become the prototype on which Section 451 of the Victorian 
Crimes Act, set out above, is modelled. By these Acts the 
criminal court is given power, at the same time as 
acquitting the accused of a criminal charge, to make what 
must be regarded as a civil disposition of him. This power 
is wider than the powers that would otherwise be possessed 
over this person if he had been accused, though not 
convicted, of a criminal offence. The justification for giving 
the criminal court this power is, presumably, twofold: 
first, he has killed once, and he may well be regarded as 
a continuing danger to the community; second, quite apart 
from any dangerousness, a great deal of dissatisfaction 
would be created in the community if a person who had 
killed was completely freed from control immediately after 
trial, and immediately after a trial in which it was found 
that he had indeed killed. There is merit in these reasons 
for taking the power that was taken in 1800; but it may be 
quite proper to inquire whether it was wise to take the 
power in this way. 


Given, for the sake of argument, that there is a clear 
concept of “certifiability” which, if a man falls within it, 
justifies the community in segregating him in a mental 
hospital, then, it can be argued, we have a right to detain 
a person in custody after trial only if he is either convicted 
of a criminal offence and sentenced by a court, or if he 
falls within the concept “certifiable’, when he may be 
held in a mental institution because of that fact. If this 
was the entire statement of the situation, one can, with 
some effort, conceive of a person who is not guilty on the 
ground of insanity and yet who is not “certifiable”; 
certainly one can conceive of a person who was found by 
a jury to be not guilty on the ground of insanity and is yet 
not “certifiable”. It is this imagined lacuna which, I 
assume, leads to such provisions as Section 451. But in 
truth the power to detain a person in a mentai hospital is 
taken, not only because of a given mental condition, but 
also because of the social dangerousness, the social nuisance 
or the social incompetence of a person who has that con- 
dition. Surely, in assessing the social factors relevant to 
certifiability, it is proper to take into account that a person 
has killed another. Further, I would argue that it is 
entirely proper to take into account the possible com- 
munity reactions to the individual’s complete release and 
to vary official conduct accordingly. What is hard to justify 
is the detention of a person other than in respect of his 
dangerousness to the community or the anxiety that would 
be engendered were he released. Perhaps the reason why 
this gross anomaly is not more clearly seen is the tendency 
of some people responsible for the administration of the 
system to refuse to regard the offender so found as other 
than in fact a murderer who has been lucky enough to 
avoid conviction, and who should not have avoided con- 


viction; quite improperly, they see themselves as involved 
in the preservation of the deterrent sanctions which the 
criminal law opposes to murder, but which it has failed to 
apply in this case. 

Trying to draw this argument together, I would submit 
that the commupity has a right to detain a person charged 
with murder who pleads the defence of insanity at the time 
of commission of the act, on only one of the following 
three grounds: (i) that he is found guilty of the offence 
and detained under a life sentence—as a practical matter 
we can ignore the possibility of an execution; (ii) that he 
is found not guilty on the ground of insanity and, by 
separate civil processes ordinarily used for the assessment 
of the commitment of persons to mental institutions, he 
could properly be held in a mental hospital; (iii) that, 
though fitting neither of the above-mentioned two 
categories, his crime is yet of such a nature and its 
notoriety such that it would be socially unwise immediately 
to release him. This third ground for detention would 
seem to me to be relevant only in the most exceptional 
cases. Normally the other two should suffice for all reason- 
able purposes of community protection. 


When the discretion to release a person found not guilty 
on the ground of insanity is left at large, in the manner 
that it is in Section 451 of our Act, there are very real 
possibilities of injustice flowing from it. These possibilities 
spring in essence from the natural and not improper con- 
servatism of people called upon to exercise this type of 
discretion. Wise legislation requires more protection of 
the individual than such a free-wheeling discretion provides. 
For this reason I would suggest a practice which would 
seem to me to be more just than that at present being 
followed in Victoria. 


When an accused person is found not guilty on the ground 
of insanity, the court should be required to commit him 
to the custody of the Mental Hygiene Authority, to be placed 
in whatever institution is thought appropriate by that 
Authority for his custody, care and treatment. 


By Section 24 of the Penal Reform Act, 1956, the Parole 
Board is at present required “once in every year, and also 
whenever so required in writing, [to] furnish to the 
Minister a report and recommendation with respect to 
every person who was ordered pursuant to Section 451 
of the principal Act to be kept in strict custody until the 
Governor’s pleasure is known and who is for the time being 
in such custody”. It seems to me that the Parole Board 
is the proper authority in the community to undertake the 
difficult task of deciding when to release persons who are 
not guilty of a crime, and yet who cannot be treated under 
the normal mental health legislation of the community. 
It seems to me unwise to leave this decision within the 
unfettered discretion of the Governor-in-Council; the further 
it can be removed from any political pressures the more 
justly is it likely to be exercised. Therefore, under the 
legislation I envisage, when the person had been com- 
mitted to the institution under the Mental Hygiene 
Authority, there should be power in the superintendent 
of that institution to recommend his trial leave and sub- 
sequently his final discharge from control on such terms 
and conditions as he thinks appropriate. This recommen- 
dation should be made to the Parole Board, who should 
have the power to grant or to refuse the application, or to 
grant it on such terms as seem to them appropriate. The 
legislation should require the superintendent of the insti- 
tution to recommend the conditional or final discharge of 
the person so committed when he thinks such can be ordered 
without danger to that person or to others. He should 
not consider the community’s reaction to the trial leave 
or discharge, though the Parole Board might properly take 
this into consideration. The Parole Board would have a 
right to call for any further evidence that it might deem 
necessary. Breach of a condition of release would, upon 
being shown to the satisfaction of the Parole Board, auto- 


matically involve recommitment to the control of the - 


Mental Hygiene Authority. Finally, a provision similar 
to that in Section 24 of the Penal Reform Act, 1956, should 
be inserted into the legislation I have in mind, so that once 
a year, quite apart from any action taken by the super- 
intendents of the mental hospitals, the Parole Board would 
be required to inquire into the circumstances and propriety 
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of the continued detention of everyone who had been 
committed to the custody of the Mental Hygiene Authority 
in this fashion. 


This may be thought to be too ornate a structure to 
provide for the few people involved. In truth, it is not much 
more complicated than the present legislation; but, it is 
submitted, it is much preferable. Further, it is not a very 
pleasing argument to suggest that it does not matter that 
only a very few people are being unjustly held in prison. 
This is the housemaid’s argument—‘“but it is only such 
a very little baby, madam”—carried to offensive lengths. 


Of course, if we really become interested in this type 
of justice, we shaJl be forced to challenge our easy accep- 
tance of the fact that the defence of insanity is, in practice, 
applied only in murder cases. This defence is advanced 
only when the consequences of its success are not more 
disadvantageous than a conviction for the crime charged 
—hence it is, in practice, confined to murder charges. 
How lawyers and psychiatrists have failed! The only 
occasions on which the system of criminal law considers 
mental ill-health as relevant to a conviction of a crime 
are occasions when murder is charged and this defence is 
pleaded, despite the fact that we know that the same 
problem of criminal responsibility or irresponsibility, owing 
to mental illness, exists concerning many criminals other 
than murderers. Apparently we are content with a system 
that deliberately closes its eyes to this fact. Justitia may. 
need to have her eyes masked to avoid prejudice; it seems 
unnecessary to shield them from obvious but difficult facts. 
Anyone who works for any time in prisons must appreciate 
that there are a number of persons—the exact proportion 
is hard to estimate—who should be regarded as mentally 
‘ill and in need of treatment rather than as morally ill 
and in need of punishment. It is indeed a grave criticism 
of our system that we so inadequately provide for a defence 
of insanity in other than capital cases. I shall take up 
this problem in the next lecture. 


Earlier I mentioned that the Chicago jury project had 
suggested that there was little difference between the 
M‘Naghten Rules and the Durham Rules in their appli- 
-. cation: by a jury. The same project did, however, find one 
type of information of overwhelming importance, even 
though it is information which we frequently deny to a jury. 
Every jury in the project, as a necessary step to 
arriving at their conclusion concerning the accused’s legal 
responsibility or irresponsibility, discussed what would 
happen to the accused if he was found guilty, and what 
would happen to him if he was found not guilty on the 
ground of insanity. It is submitted that they showed good 
sense in approaching the question in this manner, and that 
it is a pity that more lawyers and psychiatrists have not 
taken the same approach. This project indicated that many 
juries convicted the accused because of their belief that if 
they did not convict him he would immediately go free 
to create a danger to the community. This is one issue on 
which we frequently, indeed usually, do not instruct juries. 
Yet it is the heart of the matter. In that juries are, in 
fact, going to concern themselves with this question, it 
would seem obvious that they should always be informed 
by the trial judge exactly what are the powers held by the 
State over a person who has been found not guilty on the 
grounds of insanity. 


As I have suggested, probably the main variation between 
the alternative tests for the defence of insanity is their 
effect on the scope and quality of the evidence that the 
psychiatrist may offer; hence their differential effect on the 
jury’s decision will be indirect rather than direct. It is 
for this reason that the M‘Naghten Rules seem to me to be 
a relatively unsatisfactory test. But there are, of course, 
greater difficulties than the tests themselves in the way 
of a psychiatrist giving evidence on this question. These 
difficulties spring from the arena in which he finds himself, 
and are common to all criminal and most civil issues. 
Whether he is giving evidence for the Crown, for the 
accused person or for the convicted criminal, the psychia- 
trist has been called by one of the parties to the trial, is 
paid by that party, gives evidence the nature of which has 
previously been discussed, and is involved in a dramatic 
and contentious day in court. Like other mortals, the 
emotions of psychiatrists are not divorced from their 


evidence; and our accusatorial techniques of trial are 
clearly not calculated to minimize the affection that a 
man develops for his opinions once they are publicly 
expressed and publicly attacked. Nor, indeed, should all 
this change; but it should be appreciated. 

It should further be appreciated that the psychiatrist will 
face a court largely sceptical of his evidence before he 
speaks. He will be put to a cross-examination in which an 
attempt will be made to cast doubts both on his ability and 
on the respect which should be accorded his views con- 
cerning the particular case being considered. This attempt 
will often follow the line uf asking the psychiatrist super- 
ficial questions as to the details of the mental tests per- 
formed by the accused person, or the significance of such 
activities of that person which the psychiatrist has 
observed or been told about, isolating a small portion of 
the diagnostically significant material, and advancing it as 
common to many people in the court, which of course it is. 
The difficulty of terminology which faces him will be 
rendered transcendental by strict limitations both of time 
and of relevance, which will often prevent him from 
clearly explaining many of the details of his evidence. 
Finally, his reluctance to make moral judgements and his 
endeavour to explain something of the etiology of the 
mental state and the conduct about which he is testifying 
is quite likely to be misunderstood, sometimes deliberately 
by opposing counsel, as an endeavour to excuse that 
conduct, for it is so easy to misinterpret an attempt to 
explain as an attempt to excuse. The competent psychiatrist 
realizes that the court, and not he, has the problem of 
judging between the interests of the offender and those of 
society and will, if he is wise, never volunteer in court his 
opinion of the most appropriate solution of this problem. 
That his evidence does not advert to this should not 
induce observers to believe that he has ignored it. 


There are further difficulties facing the psychiatrist 
giving evidence within the confines of the M‘Naghten Rules 
other than those common to all expert witnesses. These 
were well illustrated in the first case in England in which 
a physician was called to give evidence when the defence 
of insanity was pleaded—Lord Ferrers’s trial before the 
House of Lords in 1760. Dr. Munro was called for the 
defence, and was, according to the record, treated by the 
Crown with “scorn and contumely”. He gave as one 
indication of insanity the existence of “jealousy and 
suspicion”, to which the Crown asked whether it was not 
true that many who were not lunatics suspect and quarrel 
without adequate cause. Dr. Munro found himself subject 
to two difficulties that have beset many of those who later 
purported to give expert evidence on the defence of insanity 
—he was called and remunerated by one of the parties, 
the defence, and as such was immediately held in suspicion 
as to his professional integrity by the court before which 
he appeared; he was cross-examined by the Crown by 
means of the abstraction of one single indication of 
insanity that he mentioned, the question being asked 
whether this indication was not true of all normal people. 
This last difficulty has proved a challenging one, for it is 
hard to avoid the force of a cross-examination which 
implies, albeit erroneously, that the whole is not greater 
than the sum of the parts. Various symptoms of insanity 
may, be possessed by any one of us, and it is their 
coexistence, their pattern in the individual, and not their 
mere isolated existence that is determinative. This line 
of cross-examination is hard to answer, for it is based on 
the premise that insanity is a clinical entity. If it were, 
then the abstraction of any single indication of this entity 
would have some force; but, I assume, since the difference 
between the normal and abnormal mind is often quanti- 
tative rather than qualitative, Dr. Munro, and all those 
who have occupied the position he undertook to fill, find 
themselves in considerable and unjustifiable difficulty. 


The most popular lawyer’s criticism of the work of 
psychiatrists as expert witnesses is their tendency to 
disagree with one another. Indeed, ground for criticism 
has even been found in the suggestion that those who want 
to vary the M‘Naghten Rules are not agreed on the rule 
that they would substitute. Is it not extraordinary that it 
should be the legal profession which most criticizes other 
professions for their failure to agree upon difficult and 
developing areas of knowledge? The lawyer’s criticism is 
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somewhat Gilbertian when one considers the M‘Naghten 
Rules themselves. The present posture of the law is that 
the Court of Criminal Appeal in England is in firm and 
aggressive disagreement with the interpretation of the 
M‘Naghten Rules accepted and applied by the High Court 
of Australia. After over a hundred years of interpretation 
of a given set of words, the lawyers have ended up in a 
stage of considerable disagreement-at the highest level— 
why should they expect such a degree of unanimity from 
the psychiatrists? After all, the legal profession builds 
much of its practice upon disagreement. Lawyers feel 
entirely free to differ publicly and aggressively on the state 
of the law applicable to the case they are arguing; why 
should psychiatrists employed by the opposing party to a 


trial and facing issues of genuine contention be denied the - 


right, indeed the duty, to express disagreement concerning 
the particular human motivations to which they are 
testifying? 


In their excellent book, “Psychiatry and the Law”, 
Guttmacher and Weihofen, a psychiatrist and a lawyer 
respectively, advert to this type of mutual criticism between 
the professions in these terms: 


. . . Because the distinction between the advocate’s 
function and the scientific investigators has probably 
never been pointed out to the doctor, he is likely to 
regard the lawyer’s willingness to serve almost any 
client as vaguely meretricious. This feeling is recipro- 
cated by lawyers who have observed too many expert 
witnesses displaying a conscious or unconscious 
partisanship ill becoming representatives of the scientific 
tradition. 


The faults are not all on the side of the lawyers. As the 
same authors point out: 


..+@ major fault in the situation can be laid at the 
feet of the medical profession itself. It has become 

‘ almost a pretentious affectation on the part of many of 

its leaders to shun the courtroom. As soon as these 
physicians know that the examination of a case is 
likely to lead to their appearing in court, they refuse to 
make the examination. ...A physician should consider 
his participation in medico-legal cases a civic duty. 
Actually, it is a legal duty; ... an expert can be sum- 
moned to testify like any other witness, and he has no 
legal right to demand a professional ‘fee. True, litigants 
rarely subpoena physicians to testify as experts without 
first making a satisfactory fee arrangement, because 
they fear they would not get a very co-operative witness 
otherwise. But it is well to remind members of the 
medical profession that they are under the same legal 
duty as ordinary witnesses to appear in court and testify 

* when ordered. 

There are two aspects of this difficult problem that I 
would like to discuss: first, the effect of the rules of 
insanity themselves on this disagreement; and secondly, 
a possible modification of the procedural techniques con- 
trolling the giving of psychiatric evidence which, in my 
submission, may have the effect of improving the quality 
of the advice that a court may receive in every criminal 
case in which psychiatric evidence is relevant. 


As we have seen, the M‘Naghten Rules themselves 
contribute substantially to the difficulty that the 
psychiatrist faces when giving expert testimony when the 
defence of insanity is pleaded. They focus attention on a 
view of mental life that is no longer regarded as valid 
psychiatrically. They compel counsel for the prosecution 
and for the defence to ask psychiatrists questions which 
in truth they are incapable of answering with any high 
degree of certainty, because the words which frame the 
questions are not meaningful to the view of personality 
which the psychiatrist holds. Did the accused at the time 
of the act know the nature and quality of his act? Did he 
know that it was wrong? These are misleading absolutes, 
even if they correctly phrase the law’s desire to punish 
criminally only those who are capable of being deterred by 
criminal sanctions. As the Group for the Advancement of 
Psychiatry pointed out in their report on Criminal 
Responsibility and Psychiatric Expert Testimony, the 
M‘Naghten Rules impose on the psychiatrist “a private 
ethical reckoning. The pivotal assumption of the Rules is 
that a disorder of the cognitive faculty (knowledge) is the 
only basis for the determination of responsibility. This 


confines the psychiatrist to an exceedingly short tether 
and it is usually his undoing. He is put to the exercise 
of relating his medical data to an unrelatable requirement”. 


Only if we ask the psychiatrist questions which his skills 
can help the court to answer are we likely to use him with 
the greatest effect. If this is so, what is the information 
that the psychiatrist can give us to assist in formulating 
this defence? The Group for the Advancement of 
Psychiatry posed this question for themselves and reached 
the following conclusions: 

The psychiatrist as expert is competent to do the 
following: (1) he can predict behaviour of the mass 
‘statistically and determine with fair accuracy the classes 
of undeterrable persons.. He can predict a tendency of 
behaviour in the individual and with fair accuracy 
determine his deterrability. (2) He can with fair 
accuracy determine the degree of disorder of the accused 
relating to: (a) the present mental state of the accused 
as it is relevant to his capacity to appreciate the signifi- 
cance of the charge and to co-operate in the preparation 
of his defence, (b) the causal connection of the mental 
state and the act charged. (3) He can make advisory 
recommendations for suitable disposition of the 
convicted. 

Concerning the claim by the Group for the Advancement 
of Psychiatry, that the psychiatrist can with fair accuracy 
determine the accused’s deterrability, I would prefer to 
reserve my doubts for expression in the second lecture. 
What I think all this amounts to in its simplest terms is 
that the psychiatric expert can tell us, better than anyone 
else, what was the mental state of the accused person at 
the time when he was examined and what was likely to 
have been his mental state at the time of his crime. The 
psychiatrist can relate that information to the present - 
stage of knowledge in psychiatry, and can endeavour to 
explain to the layman (and the court is properly composed 
of laymen) the significance of these findings as diagnoses 
of mental states. Further, it would seem to me that the 
psychiatrist may offer to the court some evidence—again 
better evidence than anyone else is likely to be able to 
offer—on the causal relationship between the accused’s 
mental condition and his crime. From there on, the whole 
matter is a socio-legal problem beyond the range of the 
psychiatrist’s particular competence. By that I do not mean 
that the psychiatrist qua psychiatrist wiil not have 
valuable information to supply to the community, to the 
legislature and to the lawyers involved in making the 
socio-legal decision; I merely affirm that the decisions 
themselves are in the last resort necessarily legalistic 
decisions. Therefore, if the battle of the psychiatric 
experts in the court on the defence of insanity is to be 
avoided, it is important to make sure that we do not ask 
impossible questions of the psychiatrist. For this reason I 
would argue that any one of the tests which I have set out 
earlier in this lecture as possible alternatives to the 
M‘Naghten Rules is an improvement on those rules and 
would substantially improve the range and quality of the 
evidence which a psychiatrist could give. Of course, under 
the present rules, indeed under any rules, a psychologic- 
ally well-informed judge may permit all relevant evidence 
to reach the jury; but he will do this by stretching the 
rules themselves in his interpretation of what evidence is 
relevant—in any event, it is a poor argument that a given 
rule works satisfactorily because it is not applied. If you 
have to make that argument, it is best to change the rule 
itself to one you are prepared to apply. 


Let me now try to summarize my argument so far on 
these rules. Whatever formulation of the defence of 
insanity you adopt will not have very much direct effect 
on the jury’s minds when they ask themselves whether a 
given criminal should be punished or not punished by the 
criminal law. The importance of which test you select is 
in its indirect effect on the jury’s minds and on the 
conduct of the trial in allowing as much freedom as possible 
for the introduction of all relevant information concerning 
the accused’s state of mind at the time of the commission of 
the crime, without any misleading concentration on 
impossible questions relevant only to the days when we 
thought there was one little man in the top of the head 
called Mind and another little man in the top of the head 
called Will. 
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The formulation of this defence is one of the key ethical 
and social problems of our society. We shall not produce 
‘a rational and completely satisfactory definition of the 
defence of insanity to a criminal charge until we are clear 
on the essential basis of criminal responsibility itself. The 
process can only be one of the gradual and, I hope, mutually 
tolerant striving towards truth; and truth here can be 
little more than the reasonably satisfactory reconciliation 
of many conflicting tensions in our society. But whatever 
the tests that are adopted, there remain some’ procedural 
problems which are, I would submit, of importance to the 
elucidation of psychiatric expert testimony and of very real 
importance to the public relations of psychiatry generally. 
Various countries have experimented with techniques to 
avoid this battle of the experts. The best known experiment 
is that of the Briggs Law in Massachusetts, enacted in that 
State in 1921 pursuant to the energetic efforts of Dr. L. 
Vernon Briggs, a then prominent Boston psychiatrist. This 
law provides for a psychiatric examination as a matter of 
course when several types of major criminal offence are 
charged. The clerk of court gives notice of the charge to 
the Department of Health, and the Department is then 
required to cause such accused person to be examined “with 
a view to determine his mental condition and the existence 
of any mental disease or defect which would affect his 
criminal responsibility”. The report which is then prepared 
is filed with the clerk of the court in which the trial is to 
be held, and is accessible to the judge and to the counsel 
for the prosecution and defence. A small fee is paid to the 
examining physician. The examination may have been 
conducted by a psychiatrist in private practicé or in the 
employment of the State—a panel of names of psychiatrists 
held in professional esteem is maintained for this purpose. 
The report itself is not admissible in evidence, but the 
psychiatrist who made the examination may be called to 
testify by the prosecution, by the defence or by the trial 
judge. After some 25 years of experience of this system, 
those at the Boston Psychopathic Hospital and the Harvard 
Medical School, with whom I discussed this system, though 
highly critical of the State’s facilities for treating certain 
psychologically disturbed criminals (and they had cause to 
be), spoke well of the Briggs Law as alleviating the worst 
features of the battle of the partial and less reliable 
psychiatric witnesses. Over the years, the Briggs Law has 
received the enthusiastic support of many psychiatric and 
legal commentators. 


Some countries, such as Sweden, set up special small 
psychiatric hospitals within the prison system, charged 
with the task of preparing these reports. Thus, there is in 
Sweden a branch of the Karolinska Institute within the 
main prison in Stockholm. When I visited it some years 
ago it was under the control of Professor Rylander, who 
laid the foundations of his fine European reputation by his 
work on prefrontal leucotomy. He had by then concentrated 
his considerable energies on psychiatric work with 
criminals. Professor Rylander’s staff included four full- 
time psychiatrists, three trainee psychiatrists, seven 
trained social workers and an extensive subordinate staff 
experienced in work in mental hospitals. The daily 
population of “patients” varied between 60 and 70. The 
functions of this group were threefold. They reported to 
the courts on prisoners remanded to, them for that purpose; 
they acted as a diagnostic clinic for psychological and 
psychiatric problem cases referred to them from other 
prisons; and they constituted a training centre for the 
Swedish prison staff generally. For purposes of reporting 
to the courts, remanded prisoners were held in custody 
and investigated most thoroughly for three or four weeks 
—though if a longer period was required for an exhaustive 
examination of the prisoner’s personal and environmental 
condition, then more time was taken. The resulting dossiers 
were extremely full, and the one magistrate with whom 
I discussed them was most impressed with their value. 
When the report was made to the court, a copy was sent 
to the medical association, who were thus in a position to 
evaluate its technical worth. 


Recently, a special committee of the Bar Association of 
the City of New York has reported on an imaginative and 
far-reaching medical expert testimony project which they 
have conducted. The book in which this project is 


reported is entitled “Impartial Medical Testimony”; and 
it tells how a majer problem was the selection of doctors 
to serve on the panels: 


It was the essence of the project that the panel 
members be doctors of the highest qualification and 
standing, selected solely on a professional basis. It was 
decided that a joint committee of the New York Academy 
of Medicine and the New York County Medical Society 
should designate the members of the panels. The 
Physicians thus brought to the service of the court 
were not merely “experts” in the limited sense in which 
that term is used in legal procedure. They were men in 
the highest ranks of their profession, whose names are 
among the most eminent in contemporary medicine, 
Drawn from the faculties of leading medical colleges and 
the staffs of great hospitals in the metropolitan area, 
they were men of unusual attainments and prestige. 

Arrangements were made for members of the appropriate 
panel to be called on by the trial judge whenever he con- 
sidered such a course wise, and facilities for the necessary 
examinations were provided. The doctor is remunerated 
from funds established as part of the project. The scheme 
applies to all medical testimony, not only to psychiatric 
testimony, and in fact 80% of the cases to which this 
project applied over the first three year of its operation 
were civil personal injury cases. Its relevance and 
importance to the particular problems of psychiatric 
testimony in criminal cases is, however, obvious. 


Whatever processes are devised, one of our purposes 
must be to see that only those with appropriate training 
and experience in psychiatry should give evidence to the 
courts on these questions, for the courts have not 
always been skilled, and juries are rarely competent, to 
distinguish the well-qualified, experienced, genuinely 
expert psychiatric witness from the professionally ill- 
equipped doctor, who may be led or who may lead himself 
to offer such evidence. 


By general administrative development and under the 
Penal Reform Act, 1956, there has been established in 
Victoria a psychiatric clinic in Pentridge, which has proved 
of very great assistance to the court in supplying 
information on the mental state of persons accused of 
crime and in advising on the best disposition of individual 
offenders. There are also psychiatrists in private practice 
who have built up skills in giving evidence to the court 
on these questions. In fact, without a great deal of overall 
theoretical planning, we seem to have reached in this 
State a fairly sound arrangement for the presentation of 
psychiatric evidence to the court. However, occasionally a 
major case occurs which receives much attention in the 
Press and in which profoundly contradictory views are 
expressed by the psychiatrist giving testimony for the 
Crown or for the plaintiff and by the psychiatrist or 
psychiatrists giving evidence for the accused or for the 
defendant. This has long seemed, to me one of the most 
damaging phenomena for the public relationships of 
psychiatry. I could name these cases; but there is no 
advantage in opening up old wounds, and I suggest you 
name some of them for yourselves. To my mind they do 
incalculable harm to the profession and lower it in the 
view of the community at large. 'urther, these cases 
present the judge, or the judge and jury, with incredibly 
difficult problems of decision-making. Might I suggest the 
following scheme to avoid their impact? 


What I have in mind should be recognized as a system 
to be applied only in the exceptional case; this does not 
render it any less important, for it is in the exceptional 
case that such damage is done in the court to the 
reputation of psychiatry. In 1927, the Court of Crimina! 
Appeal in England held that in a criminal trial a judge 
may, without the consent of the parties, himself call a 
witness if he regards that course as necessary in the 
interest of justice. Concerning civil cases the position is 
more doubtful; but certainly with the consent of the 
parties the judge may call such evidence, expert or other- 
wise, as he thinks appropriate, and it may be that in 
certain cases he can do so without the consent of the 
parties. In one area of the law, this technique of the 
judicial calling of expert guidance has a long history—in 
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Admiralty cases. There the court has traditionally been 
assisted by expert assessors skilled in the ways and 
traditions of the sea. Several countries have applied this 
principle to the problem of psychological evidence, and in 
Rule 403 of its Model Code of Evidence the American Law 
Institute recommended the adoption of this principle in 
the courts of the United States. There is, therefore, 
precedent in our law and comparative precedent for the 
provision of a panel of psychiatrists recognized by their 
profession and the courts, and charged with the task of 
advising the courts on psychiatric issues when they are 
called upon to do so. This would not mean that parties 
to any cases could not themselves offer psychiatric 
evidence; but it would mean that the court would have at 
its disposal the guidance of a body of disinterested expert 
witnesses, which it might call upon when it felt the need 
of their assistance. Their evidence would have no greater 
formal legal force than the evidence of other expert wit- 
nesses called by the parties, and it would be presented in 
open court and be subject to cross-examination by both 
parties. It seems to be that such a panel would build up 
considerable prestige, and would have both an educative 
and a rationalizing effect on criminal procedure. Their 
written reports, as well as being given to the court, should 
be canvassed by professional associations, and it might be 
thought wise to provide that no man should stay a member 
of such a panel for more than, say, three or five years. 


There is no need for an Act of Parliament to achieve this 
purpose. If, each year, the Australian Association of 
Psychiatrists in its Victorian Branch created a panel of 
psychiatrists, some in private practice and some in the 
employment of the State, who would be prepared to give 
evidence when called upon by the court, and notified the 
Chief Justice of this fact, the judges would have available 
to them a technique which would in no wise detract from 
their existing powers and facilities, and one which would 
enable them, in the contentious and difficult case, to get 
the advice and counsel of people skilled in their profession 
and yet obviously impartial with regard to the particular 
case in which the judge felt the need of their assistance. 
There would be no need to provide for the compulsory 
examination cf any persons for whom the judges required 
such a psychiatric diagnosis or advice—there is quite 
sufficient power in the judicial request that facilities be 
extended to the expert witness called at the instance of 
the judge; it would take a counsel of some courage to 
advise a client not to collaborate with an expert so 
appointed. Finally, this seems to me a work which the 
panel should well undertake voluntarily; it should be a 
work of civic duty and of sound public relations. Only 
in rare cases would they be called, because there is a 
developing and adequate system provided by the State for 
most criminal cases; the demands on their time would 
thus not be great, but in my estimation the value to the 
professional standing of psychiatry, both positive and 
negative, would be considerable. There are several details 
of the workings of such a scheme, particularly in relation 
to jury trials, which I have omitted to mention; but if the 
principle is accepted, the mechanics of its introduction 
would not be insuperable. If any aspect of this plan appeals 
to you, I would urge the establishment of a professional 
committee, with a lawyer or two coopted, to develop a 
precise scheme to help the courts in this aspect of their 
work and to avoid the harmful effects of the wide and 
sensational publicity which irresponsible expert testimony 
sometimes receives. 


In this lecture I have been talking as if some of the more 
profound problems of the relationship between psychiatry 
and the criminal law could be solved by some relatively 
minor. variation in the terms of the law or slight changes 
in the procedures by which psychiatric evidence is called. 
These are, of course, only minor palliatives in what may be 
a basic philosophical difference of viewpoint between the 
two disciplines. To a degree the psychiatrist is and must 
be a determinist. To a degree the criminal lawyer is and 
must be one who allows some force to the individual’s 
freedom of choice to do good or to do ill. Of course, the 
position is not as simple as this. 


There is no responsible thinker or writer on the criminal 
law who fails to perceive the great degree to which 


criminals are conditioned by the circumstances of their 
environment and of their birth and genetic inheritance. 
Perhaps the truth of the matter is that whether one accepts 
or rejects. a primarily determinist philosophy, it is neces- 
sary to hold people imputable for. their crimes, punishable 
for their crimes, unless it can be established that they 
clearly were not so. Our techniques of social control may 
thus have to be relatively blunt and unsophisticated instru- 
ments. What does, however, seem a considerable pity is 
that the social sciences, which are gradually building up 
some deeper understanding of man and his environment, 
do not yet seem to have had a profound effect upon the 
shape, content and operation of our criminal law. 


I have no simple and easy solution to offer to this 
dilemma. In the long run, the main hope is that more 
lawyers should develop some understanding in the 
behavioural sciences and particularly in psychiatry, and 
that more psychiatrists should develop some real under- 
standing of the traditions, values and essential worth of 
much of the law, which, to my mind, is a source of sound 
psychological judgements rarely tapped by those interested 
in the other social sciences. It is undoubted that the law 
has a great deal to learn from the psychiatrists and the 
psychologists; the converse is equally true. For my part, 
it seems a small step in this direction that you should take 
the risk of inviting one primarily trained in the law to 
address you on these matters, and I am deeply grateful for 
the opportunity. 


ga 


THE EMPLOYMENT OF THE DIABETIC.* 





By P. H. Coox, M.A., Ph.D., 
Assistant Secretary (Employment), Department of Labour 
and National Service; Honorary Psychologist, Prince 
Henry’s Hospital, Melbourne. 





THE employment of the diabetic is one facet of the 
larger problem of the employment of all those who are 
handicapped, physically or mentally, for one reason or 
another. 


The employment of the handicapped is both an economic 
and a social problem of considerable importance. Despite 
the dramatic advances being made in preventive and 
therapeutic medicine, many of the problems presented by 
the handicapped are likely to remain with us. It would 
seem that, as medical science establishes means of con- 
trolling, curing or even eradicating one disease, another 
disease may assume greater significance in either its 
incidence or its severity, as the human organism seeks 
to adjust itself to the changing conditions—psychological,. 
social and biological—of its environment. Moreover, what- 
ever the advances in preventive medicine, the home, the 
roads and places of work will continue to be responsible 
for accidents resulting in disabling injuries. 


If, as a nation, we are going to continue to improve our 
standard of living and all that that means, we cannot afford 
to have substantial numbers of people remaining economi- 
cally dependent on their relatives or friends and the 
community because they are unable to maintain themselves 
in gainful employment, although they may be willing and 
able to. do so if only employment appropriate to their 
capacities can be found for them. 


The social problems are no less serious than the 
economic. There is no need here to elaborate on the-con- 
sequences for the individual and his family of continued 
unemployment. The individual’s standard of living is in- 
evitably affected, with a damaging effect on his health and 
physical condition, so that his chances of employment are 
further prejudiced. There is a loss of confidence and self- 
respect.. There may be a disruption of normal family life, 
with further undesirable social consequences. 


Fortunately there is nothing inevitable about. all this; 
experience overseas and in Australia has clearly demon- 





2 Read at the first Federal Conference of the Diabetes Federa-. 
tion of Australia, Sydney, October 14 to 16, 1957: . 
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strated beyond all reasonable doubt that, generally 
speaking, a physical or mental handicap need not be a 
handicap in relation to employment. Not only can the 
handicapped person, correctly placed, hold his own with 
other workers; very often his performance may be better, 
whether this is measured in terms of absence from work, 
labour turnover, accident rates or productivity. Unfor- 
tunately, however, this fact is not sufficiently recognized 
by many employers, and in some cases even by the handi- 
capped themselves, because they may have become dis- 
spirited, perhaps embittered, by the experience of doors 
closed against them, of continued unemployment. This is a 
community problem which must be tackled by the com- 
munity as a whole. 


Each form of physical or mental disability carries its 
own special problems in relation to employment—problems 
which must be recognized and understood if the barriers 
to employment are to be overcome. Indeed, it is difficult to 
generalize about any particular disease or injury group, 
for so much depends on the individual: his education, 
training and work experience, if any, prior to his illness or 
injury; his age; the duration and severity of the disability 
and his reaction to it; and his aspirations or lack of them 
with regard to employment. Community factors are also 
important; for example, whereas community attitudes and 
the attitudes of employers may be favourable and helpful 
towards blindness or poliomyelitis, the reverse may be 
true in relation to tuberculosis, epilepsy, and various forms 
of mental disorder. The employment situation generally is 
also highly relevant; it may be difficult for the handicapped 
person to get a job, at least in his locality, because there 
are no suitable jobs available at the particular time. 


Against this background, let us then consider the 
employment problems of the diabetic. First, it may be use- 
ful to note in passing the advantages, employment-wise, of 
the diabetic over many of those suffering from other forms 
of handicap: 


q 1. The fact that diabetes is universal in its incidence 

and has long been identified as a disorder has resulted 
in its being a little better understood by the public 
generally than some of the more obscure and rarer dis- 
orders. This, of course, may have its disadvantages, in 
that long-established misconceptions may be hard to 
eradicate, and familiarity, although not breeding con- 
tempt, may breed public complacency. 


2. Unlike some with other handicaps, the diabetic as 
, Such may have no manifest behaviour traits, mannerisms 
or personal characteristics of an exaggerated kind likely to 
provoke anxieties, antipathies or embarrassment amongst 
other people, including work-mates. That a person is 
suffering from diabetes may not be known to his work- 
mates or his friends and, unfortunately, even to himself— 
a Canadian report estimates that 40% of diabetics do not 
know they have diabetes. 


3. The fact that diabetes tends to be a disorder of middle 
age—that is, its incidence amongst people over the age 
of 40 years is much higher than that in the community 
as a whole—means that the majority of adult diabetics will 
have been able to complete their education and training 
and will have had the opportunity’ of establishing them- 
selves in their jobs or careers before the disorder manifests 
itself. The tragedy of many of those with other disabilities 
is that their illness or injury may have seriously interfered 
with their education and the opportunity to acquire 
employment skills, so that they have little or no relevant 
experience to help them obtain suitable employment in 
later adult life. 


4. The experience of the Commonwealth Employment 
Service suggests that diabetics as a group do not 
experience as much difficulty in obtaining employment as 
many other handicapped groups. Thus, during 1956, 624,481 
registrations for employment were recorded with the 
the Commonwealth Employment Service; while there are 
no figures for the incidence of diabetes for different age 
groups in Australia, it can be conservatively estimated that 
of the 624,481 who registered, falling very broadly in the 
age span 15 to 70 years, not less than 1%, at least 6000, 
would be diabetics. However, of the 17,292 registrants who 


were recorded as having a physical or mental disability 
which represented a handicap to their suitable employment, 
only a handful were diabetic, and employment officers 
report that, generally speaking, it is not difficult to place 
the diabetic unless there are other complications. It should 
be remembered, however, that the experience of the Com- 
monwealth Employment Service is limited to the postwar 
years, during which we have had in Australia very high 
levels of employment with continuing unsatisfied demands 
for labour; that is, the employment situation compared 
with that in most other countries has been highly favour- 
able to the placement of those with physical handicaps. 


However, in noting these relatively favourable factors in 
relation to the employment of diabetics, it should not be 
assumed that there are no serious problems or that the 
diabetic is always able to compete with the non-diabetic 
on equal terms. 

In considering the employment problems of the diabetic, 
it may be useful to attempt some sort of classification of 
those with diabetes. First, there are the relatively mildly 
diabetic persons, with little or no physical impairment, in 
whom effective control is maintained by diet alone. For 
most practical purposes, those in this category are able 
to lead a life essentially no different from that of anybody 
else, and need be in no material way restricted in their 
employment opportunities. Naturally it is desirable that 
those in this category should avoid working conditions 
which are likely to aggravate their condition; for example, 
working conditions which make it very difficult to maintain 
regular habits and a proper balance between diet, exercise 
and rest, work involving irregular and excessive physical 
demands, and so on. 


In the second class are those, who although requiring 
insulin, are well controlled and regulated. More precautions 
are necessary in these cases, particularly against the 
hazards, even though they may be considered remote, of 
insulin reactions. Working conditions involving unguarded 
machinery or moving objects are contraindicated in the 
interests of the diabetic and of his fellow workers; simi- 
larly, these diabetics should not be employed at heights or 
be required to handle acids, molten metals and other 
injurious or dangerous substances; employment involving 
the operation of aeroplanes, motor-buses, locomotives and 
other vehicles should also be avoided, particularly because 
of the danger of insulin reaction, which may be brought 
on by failure to obtain meals on time—and this is not 
always easy to arrange in occupations of this kind. While 
diabetics may be employed on shift work, if regularity can 
be established, rotating shifts should not be worked 
because of their disturbance to the routine pattern of 
living. Even with these and perhaps some other restric- 
tions, there is still an extremely wide range of occupations 
in which diabetics may be employed without risk to 
themselves or to others. It should be noted that very often 
the important question is not the occupation as such, but 
the particular working conditions of the particular job. 


In a third class are diabetics with secondary or associ- 
ated physical disabilities which, from the point of view 
of, employment, may be sometimes more restrictive than 
the diabetes itself. For example, arteriosclerosis, with 
manifestations in the heart, brain, kidneys or lower 
extremities is a restricting factor; injuries to the feet 
and legs when arteriosclerosis is present may lead to 
gangrene, resulting in amputation; other associated 
complications may be increased susceptibility to respira- 
tory and skin infections, which may preclude quite a range 
of working environments, and some loss of visual acuity, 
particularly in relation to depth perception. These possible 
complications are more likely to be found in the older 
age groups, and this in itself represents a further problem, 
in that it is more difficult to find employment for those 
who become unemployed in later years—say over 45 or 
50 years. It is significant that approximately 45% of men in 
receipt of unemployment benefit, whether physically handi- 
capped or not, are over the age of 45 years, a higher 
proportion than the number of men over 45 years in the 
work force (33%). 

Thus, as I have implied, the employment opportunities. of 
these diabetics are likely to be much more limited because 
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of the restrictive effect of the secondary disabilities, the 
significance of which may be reinforced by the factor of 
age. 

Then, finally, there are those diabetics who refuse to 
cooperate with their physician or are incapable of doing 
so, perhaps for psychological reasons, in observing their 
dietary and insulin regimen. This small but difficult group 
includes alcoholic diabetics, those of low-grade intelligence, 
unstable personalities, and those who just seem unable or 
unwilling to cooperate. These people do a disservice to 
themselves, by their behaviour may prejudice the employ- 
ment prospects of other diabetics, and can represent a 
serious hazard to their employers and fellow workers. 
Moreover, as they are unwilling to cooperate with their 
physician, it is more than probable that they will not co- 
operate with the employment officer, who may be doing his 
best to find them suitable employment. They represent 
primarily a medical and social problem rather than an 
employment problem. In fact, it would be better if no 
attempt was made to place them in employment unless 
and until they had accepted proper medical supervision. 


What, then, may be done to extend the employment 
opportunities and to improve the employment prospects of 
diabetics who may be unable to obtain employment appro- 
priate to their capacities? First, despite what I have said 
earlier, there is a need for overcoming such prejudices, 
lack of understanding ,and unconstructive attitudes as do 
exist in relation to the employment of diabetics. This is 
part of the larger problem of the employment of the physi- 
cally handicapped generally. All too often the assumption is 
made that, because a person has some form of physical 
handicap, that person is not so good as one who apparently 
has no such handicap. The fact is, of course, that as far 
as employment is concerned, everyone is handicapped; for 
example, the lad of average height and weight may find 
that he is physically handicapped if he wants to obtain an 
apprenticeship as a jockey, whereas one who is handicapped 
in relation to all sorts of other jobs because of his small 
stature will find this a positive advantage if he wishes 
to become a jockey. The damage is done because of the 
common tendency to put labels’ on people—to label them as 
physically handicapped, diabetic, blind, as the case may 
be, and then to assume that the label rules the individual 
out of consideration for employment, perhaps in any sort 
of job. But the criterion should be, not what label the 
individual has been given, but what his capabilities are 
in relation to the actual—not the hypothetical—require- 
ments of a particular job. It is not a case of what someone 
cannot or should not do, so much as what he is willing and 
able to do. . 

The educational programme which is called for needs to 
be broadly based; that is, it should not be directed merely 
in the interests of one particular section or group; for 
example, the Society for the Protection of those with 
Housemaid’s Knees should not seek to gain benefits for its 
members at the expense of those suffering from gardener’s 
backache. There are now a great many voluntary organiza- 
tions and associations working in this field. _They will 
achieve the best results if they present a united front on 
those matters of principle which they hold in common. 
This is not to say that the special needs and circumstances 
of any particular group should be ignored or obliterated in 
the common cause. 

To return more specifically to the diabetic: experience 
indicates that the principal cause for dissatisfaction in 
relation to employment is not that most diabetics are 
unable to obtain some form of employment, but rather that 
their career prospects are seriously prejudiced because 
sometimes they are unable to obtain permanent appoint- 
ment in some of the major employing organizations in 
Australia, because permanency is tied to acceptance for 
superannuation or provident fund schemes, from which 
they may be excluded simply because they are labelled 
diabetic. This may well mean in a Public Service organiza- 
tion, for example, that a diabetic; if he is appointed at all, 
may be employed only in a temporary capacity. As a result 
he has no assurance of continued employment, something 
which in his case is perhaps particularly important. If 
there are to be retrenchments in the service dictated by 


political or economy reasons, then the “temporary” is the 
first to go. The “temporary” may be effectively barred from 
promotion and the status and salary associated with such 
promotion, irrespective of his abilities and qualifications, 
because priority or preference is given to the permanant 
officer, who may in fact not be so well qualified for 
promotion. 


There are difficult problems here; first, that permanent 
appointment may be conditional on eligibility for partici- 
pation in a superannuation scheme, although it might be 
argued that the two—permanence and superannuation— 
could and should be separated, as is the case in some 
organizations; and secondly, that superannuation, provi- 
dent fund and insurance schemes are usually #ased on 
actuarial data which are essentially historical and there- 
fore do not take into account recent developments in the 
treatment of a disease, which may have completely changed 
the effect of that disease on the physical and mental 
condition and life expectation of the individual. Diabetes 
is but one illustration, and a very good illustration, of this 
point. Somehow or other this historical lag must be got 
rid of, so that the practice of administrators can be based 
on current expert medical opinion, and not simply on 
actuarial data, folk-lore and traditional notions that may 
be no longer relevant. 


It would help considerably in the placement of those 
with physical handicaps, including diabetics, if doctors 
were to pay more attention to the employment history and 
employment prospects of their patients. As long ago as the 
early eighteenth century, the Italian physician Ramazzini 
stressed the need for the physician to pay heed to a man’s 
employment, because of its possible bearing, not only on 
diagnosis, but also on his treatment and subsequent 
activities. If treatment is to be fully effective and the 
patient is to be able to return to the business of earning his 
living, where this is necessary, the doctor has a profes- 
sional responsibility for seeing that the patient returns to 
or takes up employment which is not likely:to lead to a 
recurrence or an aggravation of his ailment or disability, 
and that in general the circumstances of his work Will 
promote his health and well-being. Not infrequently 
patients are allowed and even encouraged to return to 
employment which is clearly unsuitable for them, perhaps 
positively dangerous. One difficulty, as far as the doctor 
is concerned, is that job titles and even a general descrip- 
tion of the work involved may be misleading. For example, 
I have seen clerks in a records department engaged in 
what was regarded as sedentary work of a routine clerical 
character, who were required in the course of their duties 
to climb quite high and not too secure ladders to the top 
of the record stacks, and while balanced at the top they 
had to handle heavy and bulky packs of dusty files—not 
work that one would recommend for a diabetic. 

All this becomes quite important when doctors and 
allied professional workers refer their patients or former 
patients to the Commonwealth Employment Service so 
that suitable employment can be arranged for them. Here 
let me explain that the Commonwealth Employment 
Service, in addition to its general range of employment 
activities, seeks to give special attention to. the employ- 
ment, counselling and placement of those with physical or 
mental handicaps which may make it difficult for them 
to obtain suitable employment, sometimes perhaps 
because it is undesirable for them to return to the work in 
which they were previously engaged. In each of the 120 
district employment offices located in the metropolitan and 
provincial centres throughout the Commonwealth, there is 
one officer who specializes in dealing with the handicapped. 
As far as possible he is selected because of his proven 
suitability for this work, and he is then given special 
training for it. As might be expected, these specialist 
employment officers vary a good deal in the experience 
they have had and in the expertness tHey bring to their 
work, it being borne in mind that they are obliged to deal 
with virtually the whole range of physical and mental 
disabilities, some of which may be relatively rare and 
complex, in relation to all occupations available in that 
district, and, if need be, outside the district. 
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If these employment officers are to be able to do an 
effective job, very close liaison is needed with the referring 
institution, organization or doctor, as the case may be. 
An almost undecipherable note to the effect that this man 
or woman should be employed in only light work or 
sedentary duties may be worse than useless. It is not for 
the employment officer to discuss in detail with a client his 
or her medical history. This may be resented, and in any 
case tae employment officer cannot be expected to have the 
medical knowledge which would enable him to interpret 
correctly and assess the significance of the medical in- 
formation given him by a client, even if it is assumed that 


the client is in a position to give the information required. - 


It can all too easily happen that, acting in good faith 
and with all due care, the employment officer, anxious to 
secure a job for his client as quickly as possible, may 
arrange employment which may be acceptable to the client 
but is in fact not in his best interests from the point of 
view of his medical condition. 


The employment officer does not need to see highly 
technical case notes dealing with symptomatology and 
diagnosis. What he needs is the considered opinion of the 
patient’s physician as to the type of activities, physical or 
mental, which are contraindicated, the restrictive effects, 
if any, of. the client’s condition, and some constructive 
suggestions as to the type of work, including the working 
conditions, appropriate to the client. For this purpose the 
doctor does not need to know anything about job titles— 
indeed, it would be better if he avoided them—or about 
the actual conditions to be found in any particular industry 
or occupation. These are matters within the special com- 
petence of the employment officer, and it is for him to 
relate his knowledge of industries and occupations to the 
doctor’s prescription. While the doctor may be an extremely 
busy man, he should welcome a telephone call from the 
employment officer to check on any doubtful points or to 
discuss with him ‘the suitability of a particular job. 
Naturally, what I have been saying has special relevance to 
diabetics, who must always be considered as individuals 
and not as a general class. This is the principle of selective 
placement—the key to the employment of the handicapped. 


Having referred to possible lines of action relating to 
the community generally, employers, the medical profession 
and the employment officers of the Commonwealth Employ- 
ment Service, perhaps I should conclude with a brief 
reference to the part that may be played by the diabetic 
himself. First of all, it is necessary for the diabetic, like 


~\any other person with a disability or handicap, to form and 


accept a realistic appreciation of his or her employment 
potential. We have found that some handicapped people 
tend to ignore or repudiate the limitations or restrictions 
which may be imposed by their handicap, and, as a result, 
over-compensate by attempting to behave as if their 
capacities are greater than they really are. This unrealistic 
attitude can only lead to frustration and to the individual’s 
getting into situations which may be beyond him and may 
involve serious risks. More common is the reverse tendency, 
for the person to be so shattered by the development of a 
disability or handicap, which may be quite sudden, that 
attitudes of despair, despondency and self-depreciation 
emerge. It is easy for this to happen if the individual 
finds it difficult to obtain suitable employment and remains 
unemployed for any length of time. The individual must 
recognize the truth of what the Commonwealth Employ- 
ment Service is consistently telling employers, that it is 
capacity that counts—the experience, skills and positive 
work attitudes that the handicapped person has which can 
be used to advantage in the right job. 

This raises a further question: should the diabetic 
inform the employment officer of the Commonwealth 
Employment Service or a prospective employer that he or 
she is a diabetic? Although I have no precise information 
on this point, it is the impression of officers of the 
Commonwealth Employment Service that, in general, 
diabetics do not disclose that they are diabetic, no doubt 
through quite natural fear that this will prejudice their 
employment prospects. I am inclined to the view that 
this is unwise for two reasons: (i) If the employment 
officer or the employer is unaware of the fact that a person 


is a diabetic, there is the danger that that person may be 
employed in a working situation which will be unsuitable 
and may involve hazards for the diabetic and his fellow 
workers. (ii) If diabetics disclose that they are diabetic, 
and follow this with an explanation of what they have 
been doing and can continue to do, employment officers 
and employers will quickly become educated to the possi- 
bilities open to them in employing diabetics. In the long 
run, this must enhance their employment opportunities. As 
things stand, many employers form their judgments on the 
employment potential of diabetics on the basis of their 
limited experience of those who are readily identifiable as 
diabetic because their condition is too acute to be concealed. 
Unhelpful judgaments, therefore, have been based on an 
unrepresentative minority rather than on the great 
majority of diabetics. 


It is clear that there is still much to be done if diabetics 
are to be permitted to take their rightful place in employ- 
ment and in the community, not on the basis of a senti- 
mental sympathy, but as a right surely based on the 
great weight of medical evidence. 


-— 
— 





DIABETES IN EMPLOYMENT: MEDICAL: ASPECTS.* 





By J. Kempson Mappox, 
Sydney. 





THE great majority of diabetics actually are in full 
employment, the biggest fraction being housewives over 
the age of 50 years with many important duties and 
responsibilities, but fortunately with the leisure conscien- 
tiously to fulfil the few but essential obligations of the 
diabetic life. Most of them are married with adolescent 
or grown up families, and without worry as to their 
security. Today we are more concerned with the single 
woman, or the single or married man with increasing 
family responsibility and his need for continued security. 
He is the potential victim of an unsympathetic employer, 
of a short-sighted or uninformed set of regulations, or of a 
crippling diabetic complication. Given protection or escape 
from such conditions, the diabetic is capable of devoted 
service and hard work for almost as long a period as a 
non-diabetic employee. Most diabetics, as all doctors at 
least know, seem to possess a higher intelligence than 
the average, and as a result of learning to live successfully 
with diabetes have acquired a conscientious, well-disciplined 
and realistic attitude towards their responsibilities, and a 
self-control which makes them a very superior type of 
worker. There are certain types of employment for which 
they are especially qualified, such as clerks, shop assistants, 
draftsmen, watchmen, secretaries and bench or process 
workers, rather than urban or rural manual labourers, 
furnace workers, moulders and others called upon to under- 
take unusually strenuous labour. Obviously employment as 
transport drivers, guards, crane drivers, dogmen, pilots 
etc. could possibly endanger the lives of others and must 
be forbidden. Occupations involving the possession of first- 
class eyesight, or those which put an undue strain on 
vision, are less desirable, but not prohibitive. Occupations 
associated with irregular work hours, considerable fatigue, 
shift work involving broken time and irregular meals are 
relatively less suitable, but on every hand, in every 
industry or trade, one finds diabetics doing splendid work 
and coping grandly with many varieties of time schedules. 

By far the majority are white-collar workers, not because 
of their diabetes, but because of their superior intellect 


and industry. I wish again to emphasize that restrictions 
in employment refer to the 20% of moderately severely 


affected or to “brittle” diabetics, ie., those with consider- 
able sensitivity to insulin, and to the 10% of diabetic 
cripples, and that the remainder are wholly employable in 
almost any capacity. 

I believe that the employer or personnel officer of the 
employing organization should be told frankly that the 


1 Read at the first Federal Conference of the Diabetes Federa- 
tion of Australia, Sydney, October 14 to 16, 1957. 
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employee is a diabetic, even when the diabetes first appears 
long after the worker has joined the firm. His or her 
immediate work mates should also know and, of course, the 
nursing sister and doctor attending the factory. In this 
Way, cooperation and assistamce are always available for 
the odd insulin reaction, the strange change of mood, the 
necessity for a little food or even a urine test. The 
employer, or his representative, on his part should see 
that the diabetic employee consults his doctor regularly 
and has an annual medical review, including an eyesight 
test and an X-ray examination of his chest, the results of 
which the employer is entitled to know. Sympathy is not, 
repeat not, required, and the diabetic is ready to prove his 
worth by results at the end of a year’s work. An “accident- 
prone” diabetic is a serious handicap and is not suitable for 
employment near machinery. If a serious accident occurs, 
information of the type found on a diabetic’s card should 
be immediately available. Minor injuries, particularly if 
associated with infection, call for more than usual super- 
vision, and fatigue should be looked for by the employer. 


There is a real need for research upon absenteeism, 
performance and efficiency on the part of diabetic employees, 
and I venture to say that the results will cause future 
employers to seek specifically for diabetic helpers. 

I wish to turn now to the elderly diabetic with perhaps 
some loss of vision or even of a limb, who has become 
dependent upon his relatives. This situation is a com- 
munity responsibility. I believe that with intelligent 
rehabilitation methods, some of these diabetics can be 
trained to perform remunerative work in a home or factory 
which will enable them to retain or regain some indepen- 
dence and self-respect. 

There may be some individual employers who would 
reject employment of an individual wholly on the grounds 
of his diabetes, but there are certain services and pro- 
fessions which slam the doors in their faces. Many diabetics 
are excellent teachers of others, and the teaching pro- 
fession, which always seems to be short-handed, should 
not exclude them. The fighting services, police, fire ser- 
vices, merchant marine, etc., are of course correct in such 
an attitude; but the nursing profession has no more 
justification for refusing them entry than the medical or 
legal profession, or even the Church. There may be some 
justification for modifying superannuation benefits; but 
civil services banning diabetics at the present time should 
take a lesson from the insurance world and make individual 
adjustments according to the age, severity of diabetes and 
degree of cooperation of the person concerned. 

After 80 years of experience in the care of diabetics 
in all walks of life, I am sure that I speak for my 
colleagues here when I say that there are very few jobs 
which a diabetic cannot do, and that he will often do better 


than others. 


<-> 
—_— 





THE MANAGEMENT OF DIABETES MELLITUS 
IN CHILDREN.’ 





By S. E. J. Ropertson, 
Sydney. 





In the management of diabetes mellitus in children there 
are several objectives: (i) to have the urine as free of 
sugar as possible and to prevent ketonuria; (ii) to reduce 
the number and the severity of hypoglycemic episodes to 
a minimum; (iii) to maintain a normal rate of growth; 
(iv) to interfere as little as possible with the child’s 
normal activities; (v) to train the child to manage his 
own disease alone. 

To attain these objectives we have at the Diabetic Clinic 
at the Royal Alexandra Hospital for Children the measures 
detailed below. 

We have not. used the free diet except in those cases 
in which the home conditions absolutely preclude the 





2 Read at the first Federal Conference of the Diabetes Federa- . 


tion of Australia, Sydney, October 14 to 16, 1957. 


necessary supervision. A diet is given half the Calories 
of which are supplied by carbohydrate. This is a higher 
proportion than the 40% usually used, but it corresponds 
more closely to the normal child’s diet. Protein is given 
in an amount of two grammes per pound of body weight 
up to the age of four years and one gramme per pound 
thereafter. Fat makes up the balance. At each clinic visit 
the child is asked if he is getting enough to eat, and if he 
says he is hungry the diet is increased by 100 Calories. 
We regard this as important, as a hungry child will’ very 
soon start eating without the parents’ knowledge. The 
average child soon learns what foods he should avoid, and 
when the time comes for him to eat away from his family 
he manages very well. 

Urine testing is carried out twice daily, before breakfast 
and before the evening meal. The specimen tested is a 
“second” specimen, the urine passed on rising and that 
Passed one hour before the evening meal being discarded. 
We regard it as important for the child to do this testing 
himself and to keep careful records. Benedict’s reagent is 
used, although we are thinking of using reagent tablets 
as a routine procedure. Ketones are tested for during inter- 
current illness and if there is heavy glycosuria. 


The ideal insulin for use in children is one which needs 
to be injected as infrequently as possible. Until 1949 all 
children were given soluble insulin in divided dosés, usually 
twice daily. Apart from the multiple doses necessary, we 
thought that to produce satisfactory levels of urine glucose 
in the early morning and late afternoon, the dose needed 
te be so high that hypoglycemia was frequent before lunch 
and at midnight. In 1949 we started using globin insulin 
injected twice daily. This gave very satisfactory control, 
but still had the disadvantage of needing two injections. 
We have never had much success with protamine zinc 
insulin. Control has never been easy in our hands, and 
we found that when hypoglycemia of a severe type 
occurred owing to a mistake in dosage, a missed meal or 
unusual exertion, the period of uuconscic was often 
prolonged. 

We have two children in our care who were sent to us 
because they had had prolonged periods of hypoglycemic 
coma on protamine zinc insulin. Both children, one a boy 
and the other a girl, have mental retardation, intractable 
epilepsy, sexual precocity, grossly abnormal  electro- 
encephalograms and cortical atrophy in their pneumo- 
encephalograms. 

Late in 1952 we received a supply of the insulin zinc 
suspensions from Denmark. We have found these most 
satisfactory, and now all children varying in age from 
10 months to 12 years are using them for control. We 
have found that control is excellent in the majority of cases 
by the use of the “Lente” variety alone. In some cases 
addition of the crystalline or amorphous variety has been 
necessary when there has been persistent heavy glycosuria 
in the early mornings or late afternoons. Hypoglycemia 
is uncommon, is usually mild and is almost always detected 
by the parents and dealt with before any serious symptoms 
occur. Unconsciousness has occurred only once, in a 
patient with a most unsatisfactory home situation. Local 
reactions are unknown, but subcutaneous atrophy is very 
common and occasionally severe. This seems to be a charac- 
teristic of children using any type of insulin. 


In order to obtain the best control in children, we firmly 
believe that the parents must be trained to alter the 
insulin dosage from day to day according to the widely 
and swiftly varying metabolic needs of the child. The fall 
in insulin requirements which follows the initial control 
after diagnosis is well known, as is the slow rise which 
occurs throughout childhood. In girls, at the onset of 
puberty there is often a marked rise to well over 100 units 
per day, a dosage which may be needed for some years. 
Prior to the onset of menstruation, one occasionally notices 
a cyclic variation in dosage each month. 

It is a common thing: for children to need less insulin 
during school vacations and at week-ends, when physical 
activity is much greater. The rise in dosage with inter- 
current infections, although not high in most cases, is 
well known. All these variations need frequent changes 
in insulin dosage, and unless the child is under imprac- 
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ticably close medical supervision, these are best carried 
out by the parents. 

With this in view, parents are instructed to change the 
dose of insulin according to simple rules, the aim being 
to render the results of the twice-daily “second” specimen 
tests green, with occasional blue or yellow. If the evening 
“second” specimen is orange or red with Benedict’s test 
and is followed by a similar “second” specimen the following 
morning, the dose of “Lente” insulin is increased by two 
units. If these two specimens are on the other hand blue, 
the dose is reduced by two units. The dosage is unchanged 
if either “second” specimen produces orange or red and 
the other blue. If either test shows yellow or green this 
also indicates no change. However, if four of these morning 
and evening test results are yellow or green, the dose is 
increased or decreased by two units respectively. 


It will be agreed that this system is very imperfect, 
but we have found it to be practical and easily followed. 
After the initial diagnosis our patients are in ‘hospital 
usually for a week and no longer than 10 days, the child 
returning home with the parents. It is advisable to reduce 
what has been found to be a suitable dose in hospital by 
at least one-quarter on the day of discharge, to allow 
for the rapid fall in insulin requirement which occurs on 
returning home. A further fall then occurs if the foregoing 
rules are followed, often almost to zero; but insulin injec- 
tions are never completely suspended, to avoid the dis- 
appointment on their resumption which inevitably occurs. 
As a rule, in several months the dose has become stabilized, 
with variations up or down to a minor degree from such 
factors as school holidays, the swimming season, minor 
infections and the like. There is a tendency for the average 
dose to increase slowly through the years, with a great 
increase at puberty in girls. ; 

With this frequent variation in dosage, complications of 
the disease itself are almost unknown. Only one child 
attending this clinic has been admitted to hospital because 
of acidosis in the five years during which this system 
has been in operation, and this is the only child whose 
parents have been incapable of varying the dose of insulin 
on their own responsibility. Hypoglycemia is rare and 
usually slight. There are the usual causes, such as late 
meals or unaccustomed activity. Such episodes are recog- 
nized early and as a rule dealt with efficiently by the 


parents. 


The average mild intercurrent infection in a well con- 
trolled child results in the appearance of heavy glycosuria 
with a moderate amount of Ketonuria at the height of the 
infection. As a rule, increase of the dose of insulin by 
5% to 10% will control the situation. It is important to 
reduce this increased dose as soon as the child recovers. 
Should the infection be a little more serious, with persistent 
ketonuria, the usual dose of insulin zinc suspension is 
given before breakfast, and its action is reinforced by injec- 
tions of soluble insulin before each meal if heavy glycosuria 
is found at these times. The dose of soluble insulin is 
5% to 10% of the dose of insulin zinc suspension. 


Each year the child has a complete physical examination. 
Serial measurements have shown normal rates of growth 
in all proportions. There has been no evidence of eye- 
ground changes, hypertension, neuropathy or nephropathy 
in any case. The Mantoux reaction of a few children has 
become converted to positive, but there has been no evidence 
in X-ray films of the lungs or in control that this has 
caused any ill effects. 

Children have been encouraged to live as normal a life 
as possible. Absence from school is discouraged and we 
find that such absences are less than the class average. 
An occasional problem is the school teacher who is 
frightened of. the disease and who needs special handling. 
Participation in games, hobbies and group activities is 
important in the growth of the whole. child, and a good 
deal of emphasis is laid on this. 

It would surely séem to those who have had a great deal 
to de with the younger diabetic that the most important 
problem is adolescence. Provided that the parents are con- 
scientious and the medical supervision is regular, control 
is not difficult. But when the child passes the age of 


14 years, it is common knowledge that control can become 


a problem. There is probably some physiological back- 
ground to this in the profound endocrinological changes 
which occur at this time; but most people admit that 
psychological influences play a large part. The adolescent 
diabetic is inclined to be solitary and withdrawn or agres- 
sive, and we have.wondered whether this may in part be 
due to the handling of the patient in childhood. 

We have thought that one can supervise the child too 
carefully, and that it would be better to encourage indepen- 
dence of child and parent as much as possible. Too strict a 
routine, with insistence on rigid meal times and diet allow- 
ances, injections given to the minute, too frequent urine 
testing and too careful a watch on the weight chart can 
inculcate a spirit of fear in the parents and rebellion in 
the child. Routines should be suggested as a basis which 
can be altered according to circumstances, and not ordered 
as unalterable commands. 

We aim to produce independence of the child from the 
parents by the age of 12 years, but have succeeded in 
doing so in relatively few cases. This lack of success can 
be attributed to various causes. The most important is the 
quality of the parents with whom we have to deal. The 
parents who reject the child, who do not bother to learn 
about the disease and who neglect even to give regular 
injections are fortunately rare, and recourse usually has 
to be made to some outside authority, or the child has to be 
kept almost constantly in hospital. A common but difficult 
type of parent is the one who has no confidence in her 
ability to handle the situation. This parent often demands 
a rigid routine from which the child cannot deviate a 
fraction, and will manage every detail of the child’s life 
herself. This will control the disease very well, but there 
will inevitably be a breakdown in adolescence. Such a 
mother needs constant eneouragement to induce her to relax 
her watch over the child. Another difficult problem oceurs 
when the parent, although she does her best, feels 
inadequate and frightened. This type of mother is easier 
to deal with, as her confidence can be built up; but she 
must be reassured that any complication will be promptly 
dealt with. 

As early as possible the child is trained to give her own 
injections, with or without a self-injector. This can be 
quite difficult if not started early, preferably during the 
first admission to hospital. It is important not to let the 
child always give her injection in the same spot, which 
she knows is insensitive. Urine testing records can be 
handed over to the child early. Diet is more difficult to 
trust to a child, but if this has been handled without too 
much rigidity, the child will usually keep to essentially the 
same diet each day. 

In this short paper I have endeavoured to outline the 
principles we follow. The essential features are training 
of the parents and eventually of the child to manage the 
disease themselves. These principles are far from perfect, 
but we believe that they have been successful in that, apart 
from new cases, diabetes mellitus is almost never seen in 


our wards. 
oo 
THE PLASMA KETONE TEST—ITS VALUE IN 
DIAGNOSIS AND TREATMENT. 
By T. A. F. HEALE, 
St. Vincent’s Hospital, Melbourne. 





THE physician always tests a diabetic’s urine for ketones. 
If he finds them, he knows that they are being produced in 
excessive amounts and that he is dealing with a more 
severe upset in metabolism. A strongly positive result to 
the test for ketones is more important than a weakly 
positive one; yet even a strongly positive result is a poor 
indication of the concentration of ketones in the blood. The 
kidneys will clear the blood of ketones up to the point at 
which ketone production exceeds their ability to excrete 
them. When this point is passed, ketones accumulate in 
the blood and a much more serious phase of ketosis begins. 





1Read at the first Federal Conference, Diabetes Federation 
of Australia, Sydney, October 14 to 16, 1957. 
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The relation between ketones in the urine and ketones in 
the blood is. well shown in Table I. Clearly, examination of 
the plasma will tell much more about the ketosis than will 
examination of the urine. 

Testing for plasma ketones is simple, and two tests are 
available—the nitroprusside powder test and the “Acetest” 
tablet test. 


I have used only the nitroprusside test, but the “Acetest” 
tablet test is satisfactory. 


The Nitroprusside Powder Test. 


Powders of differing composition have been used. I have 
used the one recommended by Dumm and Shipley. Its 
formula is as follows: sodium nitroprusside, one gramme 
(very finely powdered); ammonium sulphate, 20 grammes; 
sodium carbonate (anhydrous), 20 grammes. The 
ingredients are evenly mixed, but not ground together. The 
powder, if kept dry at all times, remains stable for over a 
year. 


TABLE I. 
Relation of Urinary and Plasma Ketones. 











Clinical State. Urinary Ketones. Plasma Ketones. 

Normal. 0 0 
+ 0 
++ 0 
+++ 0 
Developing Ketosis ++++ 0 
+++4++ + 

+4+4++ ++ 

++++ +++ 

++4++ ++4++ 











A small heap of the powder is placed on a white filter 
paper, a drop of plasma is added, and the colour is noted 
after one minute. If it is white or cream, the result is 
negative; if “permanganate”, the result is a “+” reaction; 
if light purple, a “++” reaction; if moderate purple, a 
“+++” reaction; if deep purple, a “++++” reaction. 


Value of the Plasma Ketone Test. 


The plasma ketone test has proved valuable (i) in the 
diagnosis of diabetic acidosis and in its differentiation from 
other conditions which may mimic it, (ii) in assessing the 
degree of the ketonema and (iii) in the treatment of 
diabetic acidosis. 


Diagnosis and Differential Diagnosis. 


Usually the diagnosis of diabetic acidosis is easy enough, 
but sometimes it is hard, and then the plasma ketone test 
is of great help. 


Duncan’s criteria for the diagnosis of diabetic acidosis 
are simple and reliable—namely, clinical evidence of 
acidosis, “++++” glycosuria and “++++”’ ketonemia. 
Duncan states that diabetic acidosis is the only condition 
which gives a “++++” result to the test for plasma ketones, 
and I would agree with this dictum. Moreover, without 
ketonemia the diagnosis of diabetic acidosis is untenable. 


Ketonuria is of very limited value in the diagnosis of 
diabetic acidosis, for there is little correlation between 
ketonuria and ketonemia. Marked ketonuria may occur 
without ketonemia, while marked ketonemia may exist 
with slight ketonuria or none at all, particularly when 
renal impairment is present. Hence ketonuria does not 
warrant inclusion among the essential criteria for the 
diagnosis of diabetic acidosis. 


The value of the plasma ketone test was first brought home 
to me several years ago, when an elderly diabetic woman 
was admitted to hospital unconscious and with marked air 
hunger. The temperature was 102°6° F. Examination of the 
urine revealed “++++” glycosuria and “++++” ketonuria. 
It also contained many pus cells and red blood cells. The 
blood sugar content was 480 milligrammes per 100 milli- 
litres, and the plasma carbon dioxide content was 20 volumes 
per centum. That she had diabetes mellitus, a urinary tract 


infection and acidosis was obvious; but was the acidosis 
diabetic or renal? The plasma ketone test settled the matter 
—its result was negative, thus excluding diabetic acidosis. 
Autopsy revealed chronic pyelonephritis, with many acute 
abscesses throughout the kidneys. 


A recent experience was the reverse of this. 


An elderly woman, not a known diabetic, was admitted to 
hospital in coma. She had air hunger, and examination 
of the urine revealed some albumins a great deal of sugar, 
but no ketones. The blood sugar content was 607 milli- 

mes per 100 millilitres, so she was a diabetic. But was 
the acidosis diabetic or renal? The plasma ketone test settled 
the matter—its result was “++++”, and the plasma contained 
150 milligrammes of ketone bodies per 100 millilitres. She 
recovered with treatment of the diabetic acidosis. On her 
discharge from hospital, her blood urea content was 60 milli- 
grammes per 100 millilitres, so she had renal impairment. 


A third case was more complicated. 


A middle-aged woman was admitted to hospital uncon- 
scious. She was known to have hypertension, and also she 
had had a discharging left ear for years. Her breathing 
was rapid, but not typical of air hunger. Her temperature 
was 100:2° F. The urine contained some albumin, a great 
deal of sugar and many ketone bodies. The presence of neck 
stiffness was doubtful, and no other abnormal neurological 
signs were found. What was the diagnosis? Was she a 
diabetic with diabetic acidosis or renal acidosis or a cerebro- 
vascular accident or meningitis? Was she a non-diabetic, 
but with a cerebro-vascular accident or meningitis? Clari- 
fication was readily obtained. The cerebro-spinal fluid was 
turbid, containing many polymorphs and meningococci. The 
result of the plasma ketone test was negative, and the blood 
sugar content was 140 milligrammes per 100 millilitres, so 
she had neither diabetic acidosis nor diabetes mellitus. She 
recovered with treatment of the meningococcal meningitis. 


Meningococcal meningitis can cause glycosuria with or 
without hyperglycemia; add unconsciousness and 
ketonuria from food lack, and there is a good imitation 
of diabetic acidosis. ; 


The Degree of Ketonzemia. 


The degree of ketonemia is a reliable guide to the 
severity of the acidosis, and it is easily determined by the 
plasma ketone test. 

Mostly I have used Duncan’s method of assessing the 
degree of ketonemia. With this method plasma giving a 
“+++4+” reaction is diluted 1:2, 1:4 and 1:8 with distilled 






































TABLE II. 
Degree of Ketoneemia and Insulin Dosage. 
Blood Sugar 
o Content Plasma Ketones. Insulin in 
joe cy 
Hits), | 200% | 50% | 25% | 12-5% 

I oa 492 ++++] ++ 0 0 340 
1 ae 860 FH+H| H+ + Hl[++4+] ++ | 1340 
water (50%, 25% and 125% plasma). A “+++4+’ 


reaction in the undiluted plasma indicates only relatively 
mild acidosis; with a “++++” reaction in the 50% plasma 
the acidosis is severe, and with a “++++” reaction in 25% 
plasma it is very severe. Lesser reactions in the dilutions 
indicate intermediate degrees of acidosis. 


Sometimes I have used the Dumm-Shipley method. In 
this, undiluted plasma giving a positive reaction is 
successively diluted with water 1:2, 1:3, 1:4 and so on until 
the result of the test is negative. Ten milligrammes of 
ketone bodies in 100 millilitres are the minimum amount 
in the blood giving a definitely positive result to the test. 
Therefore the last dilution with a definite reaction multi- 
plied by 10 gives the plasma ketone level in milligrammes 
per 100 millilitres. 


Somehow I have found the intensity of colour in the 
serial Duncan dilutions a more impressive measure of the 
ketonzmia than the figure in milligrammes. 

The plasma gives a “++++” reaction when the ketones 
reach a level of about 40 to 50 milligrammes per 100 
millilitres. 
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The Treatment of Diabetic Acidosis. 


A knowledge of the level of ketonemia is invaluable in 
the treatment of diabetic acidosis, for the insulin require- 
ments are much more closely related to it than to the blood 
sugar content. The more severe the ketonzmia, the larger 
will be the total amount of insulin used and also the 
amount of insulin needed in the early hours of treatment. 


Repeating the dilution tests for ketonemia at intervals 
of two hours is a reliable guide to the response to treat- 
ment and the need for further insulin. 


Duncan advocates the following initial doses of regular 
insulin for adults: “++++” reaction in 100% plasma, 100 
units; “++++” reaction in 50% plasma, 200 units; “++++” 
reaction in 25% plasma, 300 units. 


All such recommendations are subject to the physician’s 
clinical judgement of the individual patient, but in general 
I have found this scale of doses very helpful. Children and 
adults with diabetes of recent onset need appropriately 
smaller doses. Children and adolescents who have had 
diabetes for some years may need surprisingly large doses 
Anca even approaching the above-mentioned adult 
ratings. 


As the ketone content of the diluted plasma and finally 
of the undiluted plasma decreases, insulin becomes much 
more effective. When less than a “+++” reaction is found 
in the undiluted plasma, the amount of insulin and the 
frequency of its administration are greatly reduced. 
Usually at this stage insulin can be given at intervals of 
four hours, and the dose based on the colour obtained in 
the Benedict test of the urine. 


Records of two patients illustrate important aspects of 
treatment. The first (Table II) shows the very different 
amounts of insulin used, and how dependent this dosage 
is on the degree of ketonemia. The second (Table III) 











TABLE III. 
Progress of Ketoreemia and Insulin Dosage (Case II). 
Plasma Ketones. 
Hours of Insulin 
Therapy. (Units). 
100% 50% 25% 12-5% 
0 tett ] tttt | t++tt ++ 300 
2 +t+et++ | t+4++ +++ + 200 
4 ttt | +$4+4+4+ +¥+ + 200 
6 ++++ +++ + 0 200 
8 ++++ ++ + 0 160 
10 +++ + 0 0 100 
12 +++ + 0 0 100 
16 +4 0 0 0 40 
20 0 0 0 0 20 
24 0 0 0 0 20 




















shows the amount of insulin given over 24 hours to one 
patient as the acidosis decreased. 


I have blood sugar estimations made whenever possible, 
and the combination of the plasma ketone test and the 
blood sugar test is an even greater help than is the plasma 
ketone test alone. But if the blood sugar test cannot be 
performed, the plasma ketone test serves very well. 


Conclusion. 


I believe that the plasma ketone test is very valuable in 
the diagnosis and treatment of diabetic acidosis and is 
deserving of wider use. 
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TOWARDS THE BETTER UNDERSTANDING OF 
PHYSIOLOGICAL ACID-BASE BALANCE. 





By J. A. OwEn, 
Department of Biochemistry, University of Melbourne. 





Disorpers of acid-base balance occur in a variety of 
clinical circumstances, and it is axiomatic that the correct 
management of such disturbances requires recognition of 
the nature of the biochemical lesion. Many clinical workers, 
however, find this aspect of chemical pathology confusing. 


In recent years it has become apparent that much of 
this confusion results from the arbitrary use of certain 
terms, particularly “acid” and “base”, and to a smaller 
extent “acidosis” and “alkalosis”. Difficulties arising out 
of the misuse of these terms, however, are not yet widely 
appreciated, and it is the purpose of this paper to draw 
further attention to this matter. 


Acids and Bases in Clinical Physiology. 


In the past few years a number of workers (Walker 
et alii, 1954; Astrup, 1955; Owen, 1955; Welt, 1955; Blegen 
and Haugen, 1956; Kaufman and Rosen, 1956; Nash, 1956; 
Owen and Robson, 1956) have drawn attention to the con- 
flicting uses of the terms “acid” and “base” in chemistry 
and medicine, and have pointed out the advantages to be 
gained in using these terms only in accordance with the 
accepted chemical definitions. Others (e.g. Relman, 1954) 
have also noted the different uses of these terms, though 
they have been less enthusiastic in proposing a unified 
nomenclature. 

In chemistry an “acid” is defined (Lowry, 1924; Bron- 
sted, 1926) as a substance which yields hydrogen ions and 
a base; a “base” is a substance which combines with 
hydrogen ions to form an acid. The relation between acid, 
base and hydrogen ion can thus be expressed as follows: 


acid — base + hydrogen ion. 
Examples of acids and bases are given in the following 
tabulation: 


Acids Bases 
H,CO, = HCO, + H?* 
carbonic acid bicarbonate ion 


CH,;CHOH.COO- + H* 


CH,CHOH.COOH = 
lactate ion 


lactic acid 


HSO,- po so- + Ht 
bisulphate ion sulphate ion 

NH,* = NH; + Ht 
ammonium ion ammonia 


It can be seen that the electrical charge on a molecule 
provides no indication of its acidic or basic character. 


Some substances are able both to donate and to accept 
hydrogen ions, and act either as acid or base according to 
the pH of the solution; for example: 

H,PO,- — H* + HPO;; H,PO,; + Ht — H,PO, 
(acid) (base) 


When the foregoing definitions are applied to the com- 
ponents of body fluids, it is clear that the ions of metals 
such as sodium and potassium are neither bases nor acids, 
since they do not combine with or yield hydrogen ions.’ 
Anions are, theoretically, bases, but some—e.g. chloride 
and sulphate—exhibit so little tendency to combine with 
hydrogen ions under physiological conditions that they are 
completely ineffective as bases. Protein ions are ampho- 
teric; under physiological conditions some ions are in the 
acid form (tending to donate H ions), whilst others are in 
the base form (tending to accept H ions). 


The main acids and bases in the body fluids important 
in the regulation of pH are thus: 


1It is generally believed that, in aqueous solution, ions are 
hydrated to a greater or lesser extent (Moeller, 1952). For the 
present purpose, however, it is thought that no advantage is 
to be gained by describing physiological ion reactions in terms 
of hydrated ions, although in other fields of study—e.g. membrane 
permeability, cellular hydration—the hydration of ions must be 


considered. 
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Acids Bases 
H,CO, = HCo,- + H* 
H,PO,- = HPO¢ + Ht 
H proteinate = proteinate- + H* 


It will be noted that the concept of bicarbonate ion as base 
is clearly in accord with the accepted physiological role of 
this substance in protecting the body fluids against acids. 


By the use of this nomenclature, it is possible to consider 
physiological acid-base balance in terms of clearly defined 
acids and bases. For example, the fall in body pH resulting 
from chronic diarrhea is attributable to “loss of a fluid 
which contains relatively more base (i.e. bicarbonate) than 
exists in body fluids” (Owen and Robson, 1956). The 
acidifying properties of certain ammonium salts are attri- 
butable to the liberation of hydrogen ions from the 
ammonium ions (acid), the ammonia (base) so formed 
being metabolized: 


NH,* — NH, (metabolized) + Ht. 


Similarly, the opposite effect of lactate or citrate ions 
results from the metabolism of these substances (bases) 
with the consumption of hydrogen ions during this process: 


lactate + H+ — lactic acid (metabolized). 


A full description of physiological acid-base balance in 
terms of true acids and bases is to be found in previous 
publications (Owen, 1955; Blegen and Haugen, 1956; 
Kaufman and Rosen, 1956; Owen and Robson, 1956). 


Since many of the acids and bases in body fluids are 
either anions or cations, it follows that disorders of acid- 
base balance are usually associated with disturbances of the 
ionic pattern. Indeed, in terms of a cellular process, it is 
at present impossible to state which is the primary lesion. 
However, this does not detract from the arguments in 
favour of the unified acid-base nomenclature. 


Acidosis and Alkalosis. 

Acidosis and alkalosis were originally defined (Van Slyke 
and Cullen, 1917) as conditions in which the concentrations 
of bicarbonate in the blood are respectively lower and 
greater than normal. However, the terms have also been 
widely used to describe conditions in which the pH of 
the blood is respectively lower and higher than normal, 
disturbances for which the terms acidemia and alkalemia 
have been proposed (Medical Research Council, 1923). 


In metabolic disorders, acidemia ~and acidosis (to use 
the terms in the original sense) often accompany one 
another. However, in uncompensated respiratory failure, 
acidemia (low pH) is accompanied by a high bicarbonate 
content (as a result of the dissociation of accumulating 
carbonic acid)—i.e., alkalosis. Lixewise in hyperventilation, 
alkalemia (high pH) is accompanied by a low bicarbonate 
sont. acidosis. These changes may be tabulated as 
‘ollows: 





pH HCO,- 
Metabolic acidemia .........cccceees low low 
Metabolic alkalemia high high 
Respiratory acidemia low high 
Respiratory alkalemia ..........+0. high low 


The paradoxical association of acidemia and alkalosis is 
clearly a source of confusion, and it would therefore seem 
advantageous to redefine the terms “acidosis” and “alka- 
losis” as the conditions in which blood pH is lower and 
higher than normal, i.e. as synonyms of, and in preference 
to, “acidemia” and “alkalemia”. Indeed, many workers 
(e.g. Pitts, 1950; Smith, 1951; Bodansky and Bodansky, 
1952; Gamble, 1954), though not all (Nash, 1956), use or 
advocate the use of the terms in this manner. The blood 
bicarbonate should be described simply in terms of its 
concentration (milliequivalents per litre). 

The designation of blood bicarbonate as alkali reserve 
is subject to objection on similar grounds. In uncompen- 
sated respiratory acidosis, the blood pH is low and the 
ability of the blood buffers to maintain the pH above a 
critical level in the face of further sddition of hydrogen 
is reduced. It is thus illogical to state that the “alkali 
reserve” in respiratory acidemia is increased, even though 
the bicarbonate concentration may be greater than normal. 
If the term “alkali reserve” is to have a real meaning, it 


should be used only to describe the total buffering capacity 
of the blood, i.e., the ability of the blood to maintain its 
pH above a critical level in the face of addition of acid. 


Conclusions. 


Much difficulty in understanding physiological acid-base 
balance is attributable to the arbitrary use of certain 
terms, notably “acid” and “base”, and “acidosis” and 
“alkalosis”. The two former terms should be used only 
in accordance with their accepted chemical meaning, whilst 
the two latter terms should be used only to designate 
conditions in which body pH is respectively lower and 
higher than normal. The concept of acids as hydrogen -ion 
donors and bases as hydrogen ion acceptors is now widely 
employed in premedical teaching, and it is therefore highly 
desirable that terminology in physiology and’ chemical 
pathology should be consistent with these precepts. 


The adoption of such precise nomenclature does not, of 
course, add to existing knowledge of physiological acid-base 
balance. However, it does greatly simplify the under- 
standing of this subject. 
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PRIMARY OVARIAN PREGNANCY. 





By CHaRtes V. SALISBURY AND BryAN HAGAN, 


Department of Gynecology, St. Vincent's Hospital, 
Sydney. 





TuHE following case seems to be unusual enough to merit 
recording. 


The patient, a married woman, aged 36 years, was 
examined in the casualty department of St. Vincent’s Hos- 
pital on April 12, 1951, because of a complaint of severe 
lower abdominal pain. The pain had come on suddenly @ 
few hours previously, and was at first colicky in nature 
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and situated in the left lower quadrant of the abdomen; 
later it spread to the whole of the lower part of the 
abdomen. Inquiry into her menstrual and marital history 
revealed that the menarche had occurred at the age of 12 
years, and that her menstrual periods had always been 
regular of the 8/28 day type. She had two children, aged 
respectively six and two years. The first pregnancy was 
normal, and the labour of normal duration. The second 
delivery was instrumental, and the placenta was removed 
manually five days after delivery. Her last menstrual 
period had occurred 28 days before her admission to hos- 


’ pital, and had lasted for only four days instead of the 


usual eight days. 


On examination, the patient was pale, shocked and in 
obvious pain. The pulse rate was 116 per minute and the 
blood pressure 70/55 millimetres of mercury. Tenderness 
and guarding were present in the lower part of the 
abdomen. The release sign was present, and right shoulder 
pain was produced by. pressure on the abdomen. No 
shifting dullness was elicited. Pelvic examination revealed 
that the introitus was patulous. The cervix was in the 
axis of the vagina and was normal in consistency; move- 
ment of the vagina produced lower abdominal tenderness. 
Both fornices were very tender, and the uterus felt slightly 
enlarged. There was no blood on the examining finger. 


The diagnosis of a ruptured ectopic gestation was made, 


the patient was prepared for operation and a blood trans- 
fusion was begun. Dilatation and curettage revealed 





Ficure I. 
The ovary removed at’ operation. 


thickened endometrium which bled freely on removal. The 
abdomen was opened through a mid-line subumbilical 
incision, and more than two litres of blood and blood clot 
were removed from the peritoneal cavity. The uterus and 
the right Fallopian tube and right ovary appeared normal. 
The left ovary was replaced by a hemorrhagic mass, 
attached.to the pelvic colon and posterior fold of the broad 
ligament by a few adhesions. The left tube was normal in 
appearance and completely free from the ovarian mass. 
The fimbrial end of the tube, which was patent, was not 
attached to the ovarian mass. On the posterior fold of the 
broad ligament and in the pouch of Douglas were several 
patches of endometriotic scarring. A left oophorectomy 
‘was performed and the abdomen was closed in layers. The 
post-operative course was uneventful, and the patient was 
discharged from hospital 10 days after operation. 


The pathological findings reported by Dr. John Garvan 
were as follows. Macroscopic examination revealed frag- 
ments of placental tissue projecting from the anatomical 
free border of the ovary, which had ruptured. The area 
occupied was .about 1:5 centimetres in diameter and 
burrowed into the ovary for the same distance. Micro- 
scopic examination of sections revealed placental tissue 
and fragments of yolk-sac continuous with ovarian tissue. 
Decidual change was not evident in the ovary or adjacent 
to the implantation site. The curettage specimen consisted 
of endometrium showing decidual change. 





Figure II. 


Diagram of pathological findings; A, ovary; B, blood 
clot; C, chorionic tissue; D, amniotic membrane. 


Comment. 


Primary ovarian pregnancy is a rare condition; only 
eight or nine authentic cases have been reported in the 
literature. That this case is one of true primary ovarian 
pregnancy is evident from the operative findings and the 
gross and microscopic pathological findings in the specimen 
removed at operation. The accepted criteria of diagnosis 
formulated by Spiegelberg were fulfilled, namely: (i) the 
Fallopian tube on the side of the pregnancy was intact and 
clearly separate from the ovary; (ii) the gestation sac 
definitely occupied the normal position of the ovary; (iii) 
unquestionable ovarian tissue was demonstrable in the 
walls of the sac. 


There are two accepted theories of the mechanism of 
how ovarian pregnancy may occur. Viet suggests that if 
the escape of the ovum from the matured follicle is 
retarded by a tortuous channel of exit or by a tough or 
scarred tunica, maturation of the ovum may occur. When 
this mature ovum has been discharged from the ovary, 
fertilization occurs, and then the surface of the ovary is 
penetrated by the action of the trophoblast and the 
fertilized ovum becomes firmly embedded in the ovary. 
The other theory, which is more acceptable, is that of 
Meyer. He states that endometrium is sometimes found 
in the ovarian tissue, and in these cases this endometrium 
will afford a favourable anchoring place for implantation 
on those rare occasions when an ovum becomes fertilized 
before it enters the Fallopian tube. 


An interesting feature of this case was the presence of 
endometrial implants in the peritoneal cavity and in the 
opposite ovary. If such endometrial tissue was present in 
the affected ovary, it would have afforded a favourable 
anchoring place for a fertilized ovum. As we wished to 
preserve the specimen, sections of the ovary were not 
taken for this purpose; but the generalized distribution of 
the endometriotic tissue in the pelvis is presumptive 
evidence that it was also present in the affected ovary. 
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MONDOR’S DISEASE IN A MALE AND ITS POSSIBLE 
RELATION TO TRAUMA. 





By Danie, Lane, F.R.C.S. (England), F.R.C.S. 
(Edinburgh), F.R.A.C.S., 


Brisbane. 





Durine recent years, there have been several reports on 
the rather rare condition of thrombophlebitis of the 
superficial veins of the breast and anterior chest wall. 
It would appear that women, especially those with large 
and pendulous breasts, are far more susceptible than men. 
Farrow (1955) reported 43 cases, only one of the patients 
being a male. 

I wish to report a case in a male patient and to suggest 
the possible etiological factor. 


Clinical Record. 


A school-teacher, aged 51 years, was examined privately 
on April 1, 1957, complaining of pain in the right foot 
which followed a recent injury at school. X-ray examina- 
tion revealed a transverse fracture of the second meta- 
tarsal head. He also said that he experienced a peculiar 
aching of the right side of the chest wall, which he had 
originally noticed after writing on the blackboard on 
February 25, 1957. After about three or four days of this 
chest pain, he could feel tender “cords” on the right side 
of the anterior chest wall. The aching tended to radiate 
down towards the right upper quadrant of the abdomen. 
Otherwise he had remained perfectly well. 


On examination, the patient was a well-preserved man 
of medium build, in no obvious distress with his chest 
complaint, and his major concern was the injured foot. 
The chest examination revealed the presence of tight cords 
running obliquely across the anterior surface of the right 
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Ficure I. 
The location of the “cords”. 


side of the chest and extending across the right costal 
margin, as depicted in the diagram (Figure I). The 
location of these cords was best indicated by the grooves 
which formed in the affected area on elevation of the arm, 
quite comparable to the accentuation of skin dimpling in 
an early carcinoma of the breast produced by a similar 
maneuvre. The cords could be palpated. The patient did 
not consider that any treatment was warranted for his 


chest trouble, as the symptoms had almost disappeared. 
General examination revealed no abnormality apart from 
the injured foot. When the patient was last examined on 
May 10, 1957, the cords were much less apparent. 


Comment. 


There is little doubt that this patient had suffered from 
superficial thrombophlebitis of the anterior chest wall, 
which was subsiding at the time of examination. 


The patient was a male of medium build, which is quite 
uncommon according to most reports. He was a school- 
teacher, and gave a clear history of excessive upward 
arm movement writing on a high blackboard, which 
immediately preceded the onset of symptoms. This would 
strongly suggest that trauma as a result of pectoral 
muscular movement was the etiological factor. 

The condition might easily have been completely over- 
looked, because the patient was not really concerned about 
it. This suggests that the condition is probably far more 
common than we imagine. 

In this case the grooving of the skin on elevation of the 
arm was the chief feature of the examination. The cords 
were palpated with some difficulty. Thus, the physical 
examination of such a patient must be carefully carried 
out, in order to avoid making a diagnosis of “myositis” 
or “rheumatism”. 

Because of the involvement of the right costal margin 
region, one must consider this condition when confronted 
with obscure pain in the right hypochondrium. Like many 
other things in medicine and surgery, no specific treat- 
ment is indicated, as the condition generally runs a benign 
and uneventful course. 


Summary. 

Another case of superficial thrombophlebitis of the 
anterior chest wall is reported. In this instance the 
patient was a male, which appears to be rare. 

The trauma of muscle movement would seem to be the 
etiological factor in this case. 

This condition deserves wider recognition than in the 
past. 

School-teachers deserve even greater sympathy, as it 
would appear that certain occupational hazards add Surther 
worries to an already difficult job. 
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Reviews, 


The Diagnosis and Treatment of Infections. By D. Geraint 
James, M.A., M.D. (Cantab.), M.R.C.P. (Lond.); 1957. 
Oxford: Blackwell Scientific Publications. 89” 'x 53” 
pp. 244, with illustrations. Price: 30s. (English). 


THIS work provides a pleasant surprise to those who 
expect just another book in the race to keep up to date 
with modern therapeutics. The aims of the author, who is 
clinical assistant to the Middlesex Hospital, London, may be 
summed up in his own statement: “The student should be 
taught to think in terms of both clinical and laboratory 
aspects of an infection, rather than retain them in two 
water-tight compartments.” 


The spectacular rise in importance in laboratory investi- 
gations has, in some quarters, caused the extraordinary 
reversal of procedure whereby the laboratory may actually 
dictate the method of treatment without any knowledge of 
the clinical background. The author is a clinician of under- 
standing, but at the same time is obviously well versed in 
laboratory procedure. He thus retains a balanced outlook, 
— is well shown in this small but well-written text- 
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The conciseness and brevity of the text may cause some 
people to complain that it is difficult to read, and for this 
reason it may be more popular as a book of reference and 
as an aid to students. Nevertheless, the information con- 
tained in the short descriptions is usually adequate and 
satisfactory. Naturally, the brevity of the text sometimes 
leads to dogmatic statements which are either ambiguous or 
inaccurate. For example, we are informed that the tetra- 
cycline group of antibiotics is antagonistic to penicillin, a 
laboratory finding which has not been borne out by clinical 
trials. However, there are surprisingly few statements to 
which exception can be taken. 


One wonders whether the numerous charts, occupying 
considerable space in the book, are worth the work which 
must have been expended in their preparation. The author 
explains that they may be useful for medical students or 
for busy house officers and registrars for use as a ready 
reckoner. 


The author and his wife, Dr. Sheila Sherlock, to whom 
a tribute is paid in the preface, should be congratulated on 
a successful and useful text-book. 


Effect of Radiation on Human Heredity. Report of a Study 
Group convened by WHO together were —— presented 
by various members of the Group; 1 Geneva: World 
Health Organization. 94” x 6%”, - 168, with two 
ea Price: Cloth bound edition at £1, $4.00, 

w. fr. 12. 


In 1956 two reports were published—that of the Medical 
Research Council of Great Britain, “The Hazards to Man 
of Nuclear and Allied Radiations’, and that of the National 
Academy of Sciences of the United States of America, “The 
Biological Effects of Atomic Radiation”. Their findings were 
substantially the same and have helped to provide a basis 
for measures to safeguard public health. 


. The World Health Organization has now issued the report 
of the group it convened in Copenhagen in 1956 to discuss 
“The Effect of Radiation on Human Heredity’. Added to this 
are the papers which were presented then. 


The first aim was to obtain the opinions also of authori- 
ties on genetics from countries other than those whose 
national committees have already stated their views. The 
second was to hear the opinions of a number of experts 
on an aspect relatively lightly touched upon in the 
national reports—namely, the lines of research which 
“should be followed, in the light of present knowledge, to 
increase our understanding of the genetic effects of ioniz- 
ing radiations on man. 


The list of participants is impressive—names which will be 
familiar include, for example, T. C. Carter, W. M. Court- 
Brown, A. R. Gopal-Ayengar, A. Hollaender, I. Lejune, H. J. 
Miiller and R. M. Sievert. 


Repeated stress was laid on the size of the problem, and 
on the need for increased institutional training in genetics 
and for career opportunities for geneticists. Among the 
fields needing further study, the report tentatively suggests 
a number where gaps in present knowledge are of special 
importance, some of them requiring studies of human 
populations. Systematic recording of human exposure to 
ionizing radiations is held to be essential. While the 
difficulties involved were not overlooked, even in the case 
of medical radiology, the cooperation of users of radiation 
was anticipated. 


Anther conclusion reached was as follows: 


It would be necessary from the point of view of 
preventive medicine and genetic hygiene to register 
serious hereditary diseases and defects in various popu- 
lations or countries in the same way as, for example, 
epidemic diseases. 


This report and the papers presented with it will join those 
of the Medical Research Council and the National Academy 
of Sciences as essential reading for those who are responsible 
for the use of ionizing radiations in industry or medicine. 


Cunningham’s Manual of Practical Anatomy: Volume I, 
Upper and Lower Limbs. se iy. by J. C. Brash, M.C., 
M.A., M.D., DSc., .D., F.R.C.S.Ed., F.R.S.E.; 1967. 
London: Oxford University Press. 74” x 5”, pp. 408, 
with illustrations. Price: 41s, 6d. 


Ir is always a pleasure to see a new edition of an old 
favourite, for Cunningham’s “Manual” needs no introduc- 
tion to students and teachers of anatomy. This edition 
adopts the nomenclature agreed to at the Paris Anatomical 
Congress in 1955. The appearance of a new nomenclature 
is always a difficult problem, particularly for the student, 
but Professor Brash has very wisely made the change as 


painless as possible. With the use of an English trans- 
lation of the Latin of the Paris nomenclature, the obvious 
differences from the Birmingham revision of the B.N.A. are 
few and correct the anomalies of the former nomenclature; 
as an example, flexor digitorum sublimis becomes flexor 
digitorum superficialis. Professor Brash has temporarily 
retained some of the more familiar terms with cross- 
reference to the new name, for, as he points out, modifica- 
tions will certainly be proposed during the transition period. 
There is, therefore, no drastic change in nomenclature such 
as occurred in 1933, and students will not find any difficulty 
in adapting themselves to what is, in reality, only a modifica- 
tion of terms. 


Some of the illustrations have been replaced in this edition 
with good effect, and the order of dissection has been slightly 
modified. Professor Brash is to be congratulated on pro- 
ducing a new edition of what is still the best dissecting 
manual ever published. The old familiar binding has been 
replaced by one of more modern design, which is waterproof. 
It seems a pity that the three volumes are being published 
piecemeal. 


Psychosomatic Medicine: A Clinical Study of Psycho- 
physiologic Reactions. By Edward Weiss, M.D., and 
O. Spurgeon English, M.D.; Third Edition; 1957. Phila- 
delphia and London: W. B. Saunders Company. Mel- 
bourne: W. Ramsay (Surgical), Limited. 93” x 6”, pp. 
578, with eight illustrations. Price: £5 5s. 


Tu1s is the most comprehensive text dealing with what 
the authors call the psychosomatic approach to medicine 
available today. A third edition is welcome, in view of the 
rapid advances being made in this field and of its importance. 


The book is divided into two main parts, general and 
special. The general section is particularly valuable for 
the general practitioner and general physician to whom 
psychiatric texts are unfamiliar. Chapters on personality 
development, psychopathology, psychosomatic diagnosis and 
everyday problems in psychotherapy are rather discursive, 
but are usefully summarized at the end. 


The special section considers the relevance of the psycho- 
somatic approach to the various system diseases. The review 
of literature suffers from too extensive quotations from 
psychoanalytical authors, and is not sufficiently up to date 
with recent psychophysiological studies. 


Extensive case histories are included throughout the text. 
In general these are too long, and could be better focused. 
However, there is much to be learnt from them. The book 
suffers from a lack of objectivity and looseness of style, 
rather characteristic of much work in this field. However, 
it will undoubtedly be found informative and helpful by all 
concerned. with this important field of medicine. 


Hewer’s Textbook of Histology for Medical Students. Edited 
by C. L. Foster, M.Sc., Ph.D.; Seventh Edition; 1957. 
London: William Heinemann (Medical Books), Limited. 
9” x 69”, pp. 448, with 418 illustrations. Price: 27s. 6d. 
(English). 


Tus is an excellent short text-book of histology, reasonably 
priced. It has been much enlarged and improved since the 
first edition appeared in 1937. The art of photomicrography 
has, of course, transformed all text-books of histology. The 
sections dealing with the cell and with connective tissue have 
been extensively revised, but are still very simple and 
elementary. These fundamental subjects merit a more adult 
and scientific approach, as does also the chapter dealing with 
blood corpuscles. The black and white illustrations are excel- 
lent of their kind, but one would welcome more use of 
coloured plates. This book can be highly recommended for 
medical students and other beginners. 


The Malabsorption Syndrome, A Mount Sinai Hospital 
monograph, edited by David Aldersberg; 1957. New 
York: Grune and Stratton. 949” x 7”, pp. 256, with many 
illustrations. Price not stated. 


INTENSIVE investigations on various aspects of the mal- 
absorption syndrome (non-tropical sprue, idiopathic stea- 
torrhea) have been carried out at the Mount Sinai Hospital 
in New York over a number of years. A monograph entitled 
“The Malabsorption Syndrome” has recently been published. 
After a foreword by H. L. Bockus and an introduction by 
D. Aldersberg, there are 15 articles on various aspects of 
the disease by 17 members of the staff of the Mount Sinai 
Hospital and two guest contributors. Most of the authors 
accept the following statement made by M. Shiner: “Most 
observers class celiac disease, idiopathic, non-tropical sprue 
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and tropical sprue as one and the same disease occurring 
at different phases of life and requiring certain trigger 
mechanisms for its activation. The absorptive defect is 
considered due to congenital and hereditary abnormalities.” 
Celiac disease is not considered at all in this book, except 
in so far as it occurs in the infancy of patients with the adult 
disease. Some of the authors do not accept tropical sprue 
as falling under this classification.’ 

The book starts with an excellent account of the physiology 
of intestinal absorption by B. I. Korelitz and H. D. Janowitz. 
This is followed by sections on disturbances in protein and 
lipid metabolism in the malabsorption syndrome, water and 
electrolyte upsets, uptake of vitamin B,, pancreatic secretion, 
pathology of sprue, clinical aspects of the syndrome, blood 
manifestations, X-ray findings and management. Finally 
there is an article on “Malabsorption Following Extensive 
Small Bowel Resection’”’, in which resemblances to and differ- 
ences from the malabsorption syndrome are discussed. 


Within the limitations mentioned earlier, this book gives 
a very complete and authoritative account of the malabsorp- 
tion syndrome. Each section has an extensive bibliography, 
and the literature is well reviewed. 


Alcoholism: A Manual for Students and Practitioners. ay 
Lincoln Williams, M.R.C.S., L.R.C.P.; 1956. Edinbur 


and London: E. and S. Livingstone, Limited. 83” x 52”, 
pp. 72. Price: 8s. 6d. 


THe author of this book states that a visit to America 
in 1947 completely changed his attitude to the problem of 
alcoholism. He met the co-founder of Alcoholics Anonymous, 
and saw the active works of this movement. This changed 
his attitude from regarding alcoholism as a sin to regarding 
it as an “illness”; he emphasizes the fact that alcoholism 
is a medical problem. Alcoholism is then treated by the 
author according to an orthodox medical approach; its 
gtiology, diagnosis and treatment are discussed in an 
eclectic manner. 

This book is an endeavour to stimulate medical interest 
in alcoholism, especially among students and practitioners. 
It will certainly help those who read it to rid their minds of 
biased attitudes towards drinking and the “problem drinker”. 
Actual skill in the management and treatment of the complex 
problem of alcoholism in the individual alcoholic will not be 
learnt from these pages. 


Alcoholism as a Medical Problem. Edited by H. D. Kruse, 
-D.; 1956. New.York: Paul B. Hoeber, Incorporated. 
94” x 64”, pp. 102. Price: $3.00. 


A CONFERENCE on alcoholism, jointly sponsored by the New 
York Academy of Medicine and the New York State Mental 
Health Commission, was the origin of this book. Bight 
authorities discuss the epidemiology, etiology, natura] history 
and treatment of alcoholism, in an attempt to understand the 
medical nature of the problem. No -uniform definition of 
alcoholism is given or seems possible to the authors. Hence, 
in such a complex problem there are naturally many con- 
fiicting ideas as one reads from one chapter to the next. 


The authors from the various disciplines attempt to eluci- 
date bhasic medical facts and principles about alcoholism. 
However, it becomes obvious that‘ here is a medical subject 
about which incredibly little is known or understood. Inquir- 
ing minds will see in this a challenge to bring fresh 
approaches to the provoking problems presented by 
alcoholism. 
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[The mention of a book in this column a not imply that 
no review will appear in a subsequent issue 








“Cardiovascular Rehabilitation”, edited by Paul Dudley 
White, M.D., Howard A. Rusk, ., Bryan Williams, M.D., 
and Philip R. Lee, M.D. ; 1957. New York, Toronto and 
London: The Blakiston Division, MoGraw- ia Book Company, 
Incorporated. 8” x 53”, pp. > $6. 


The recorded report of a ‘auanieuine saa: nd New York. 





“Recent Advances in Urology", by Howard G. Hanley, MD., 
eo S., with a assistance of specialist contributors; 1957 
mdon: J. and Churchill, Limi ited. 8” x 53”, pp. 280, with 


88 illustrations. “peta: 30s. (English). 


A new member of the “Recent Advances” -series. 


“Asthma.” Technical advice by the Physiotherapy Section 
of the Department of Physiotherapy and Occupational Therapy, 
University of Queensland. Photographs modelled by physio- 
therapy students. 1958. Brisbane: Queensland Health Educa- 
tion Council. 83” x 53”, pp. 32, with 36 illustrations. No price 
stated. 

“Herein is contained an explanation of the nature of 
asthma; advice on how to prevent and cope with an attack; 
and a series of illustrated exercises designed to promote 
correct breathing.” 





“Applied Foot Roentgenology”’’, by Felton O. Gamble, D.S.C., 
F.A.S.C.R. ; wang Baltimore: The Williams and Wilkins Com:- 
pany. Sydne- Angus and Robertson, Limited. 10” x 6%”, 
420, with ait illustrations. Price: £8 5s. 

A book on “the roentgen study of patho-anatomic foot 
problems”. 





“Clinical Blectrocardiography ; —_ Spatial Vector Approach”, 
by Robert P. Grant, M.D.; 1957. New York, Toronto and 
London: The Blakiston Division, McGraw-Hili Book Company, 
ee 84” x 54”, pp. 240, with 96 illustrations. Price: 
7.50. 


The author is head of the section on cardiodynamics of 
the National Heart Institute in the National Institutes of 
Health, Bethesda. 





“Essentials of Chemical Pathology’, by D. N. Baron, M.D.; 
1957. London: The English Universities Press, Limited. 
84” x 54”, pp. 260, with 29 illustrations. Price: 25s. (English). 

Written for medical students and for doctors in hospital 
and in general practice. 





“The Respiratory Muscles and the Mechanics of Breathing’, 
by E. J. Moran Campbell, M.D., Ph.D., B.Sc. (Lond.), M.R.C.P. 
(Lond.) ; 1958. London: Lioyd-Luke (Medical Books), Limited. 
83a” x 532”, pp. 148, with 32 illustrations. Price: 20s. (English). 

A comprehensive study of the physiology of the respiratory 


muscles. 





“Pediatrics for the Practitioner: Suppiement ee meer s 
general editorship of Wilfrid Gaisford, 
and Reginald Lightwood, M.D., CP. D.PiL; 1967. London: 
Butterworth and Company (Publishers), Limited. 99” x 64”, 
pp. 170, with 43 illustrations. Price not stated. 

The second supplement to “Pediatrics for the Prac- 


titioner”’. 





“The Clinical puptication of Hormone Assay”, by John A. 
Lorain (Ed.), with. a foreword 
by J. i Gaddum, ‘SOD. ORS. e968. Edinburgh and London: 
E. and 8S. Livingstone, "Limited. 8%” x 54”, pp. 380, with 66 
illustrations. Price: 30s. (English) 

The author has three aims: to review the advantages and 
limitations of existing hormone assay methods and to 
indicate the most suitable methods for use in clinical studies; 
to discuss the application of hormone assay procedures to 
clinical problems; to suggest fields of investigation in which 
assay methods may in the future be profitably applied. 





“Bailliére’s Nurses’ Dictionary”, revised by Barbara F. 
Ss. .N. (Lond.), with a foreword by Sir Gaui 


Wakeley, Bt, KBE, C.B.; Fourteenth Edition; 1957. London: 
Bailliére, Tindall and | Cox. 54” x 32”, pp. 644, with many 
illustrations. Price: 6s. ea. (English). 

The first edition appeared in 1912. This edition has been 


fully revised. 





“The Healing of Wounds: A Symposium on Recent Trends 
and Studies”, edited by Martin B. Williamson, Ph.D. 957. 
New York, Toronto and London: The Blakiston’ "Dviston, 


McGraw-Hill Book we _[ncorporated. 8” x 54”, pp. 214, 
with illustrations. Price: 0 

The contributions to y pander covering the various 
aspects of and approaches to the subject. 





“Modern Sex Life”, by Edwin W. Hirsch, M. D.; 1957. New 
york The New American Library. 7” x 4”, pp. 160. Price: 
cen 

A completely revised and rewritten edition, based on the 
book “Modern Sex Life”, first published as “Sex Power in 
Marriage”. 





. 


“The Disease of Tobacco Smoking and its Cure”, by Lennox 
Johnston, M.B., ye (Glasgow), with a foreword by Marcus 
Lipton, P.B.E., (JP... MP. ;' 1987. | London: Christopher 
Johnson. 73” x 5”, 104. Price: 3s. 64. (English 


The author is a " eilt-uaorn campaigner sonia tobacco 


smoking. 
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BLOOD WANTED. 





LARGE quantities of blood are used every day in the 
modern practice of medicine. Ever since the value and 
practicability of blood transfusion were demonstrated 
during the first World War it has been used extensively 
in the management of the seriously injured, and the 
amount used nowadays for this purpose has not lessened; 
yet it has been outstripped by that used for other purposes. 
An analysis of the use of blood from the New South Wales 
Red Cross Blood Transfusion Service undertaken a few 
years ago produced the following findings: non-traumatic 
surgery, 38%; non-surgical hemorrhage, 23%; obstetrics, 
18%; anemia, 11%; traumatic surgery, 4%; other blood 
diseases, 3%; other reasons, 2%. As a result of this 
extensive use of blood a great many lives are saved, and 
the various Red Cross blood transfusion services have 
made it their business to keep up the supply, even though 
they at times wonder if all the blood supplied is used to 
best effect. 

There is a responsibility on all doctors who use blood to 
exercise care and discretion, and from time to time to take 
stock of the trend of their practice in this regard. Most 
doctors are undoubtedly conscious of this point and do 
think about it. Probably less thought is given to the 
question of where the blood comes from. It is a truism to 
say that the blood must come from donors, but the point 
is worth making because it provokes the question: where 
do the donors come from? During 1956, in New South 
Wales alone, 57,822 donors gave their blood at the city 
centre, and this was used as follows: metropolitan public 
hospitals, 41,205; metropolitan private practitioners, 6321; 
repatriation hospitals, 1657; country, 8619. In other words, 
&5% of the blood given by the donors in the metropolitan 
area was used in the metropolitan area, although a sub- 
stantial amount was sent to the country to supplement 
that obtained locally. The present need of the New South 
Wales Blood Transfusion Service at its headquarters in 
Sydney is for about 250 donors a day, each of whom will 
give rather less than a pint of blood. Any healthy person 
between the ages of 18 and 60 years is acceptable, provided 
that those under the age of 21 years have the written 
consent of a parent. Persons suffering from tuberculosis, 
nephritis, heart disease or high blood pressure are not 
acceptable, nor as a general rule is a woman during preg- 
nancy or during the first nine months after parturition. 


Doctors, to whom the continuance of a supply of blood is 
vital, can do much to help the Blood Transfusion Services 


in their own States. Hundreds of public-spirited people, 
who, of course, receive no payment whatever for giving 
their blood, have been serving the community in this way 
for years, but there is undoubtedly a large number of 
healthy persons who have not been touched by the appeals 
made by the Red Cross organizations. One curious and 
even depressing fact is that it is quite difficult to interest 
the relatives of those who have received transfusions or 
who will need them. Doctors, especially family doctors, 
could probably do a great deal to influence these people. 
Apart from this strange human factor, it should be possible 
in nearly every case for blood taken from the common pool 
for transfusion to a needy patient to be replaced by blood 
from someone who is directly concerned with the welfare 
of that patient. Doctors can probably also do a great deal 
in their own communities to encourage the formation of 
blood donor groups, with less offence than if the propa- 
ganda came from non-medical people. Lastly, but by no 
means least, they can set an example: at present very 
few doctors donate their own blood. 


It is not always easy to say why there is a reluctance 
to come forward for blood donation. Indifference, failure 
to appreciate the need and preoccupation with other things 
are undoubtedly major factors. However, an important 
deterrent is probably vague fear, and this is something that 
doctors can help to allay with authority. When blood is 
taken in a modern blood transfusion centre, the patient 
has nothing to fear. He can be confidently reassured 
about the painlessness and simplicity of the operation, 
about its complete harmlessness to himself and about the 
fact that it is not “habit-forming”. It may be important 
to mention to him that the blood he gives will be supplied 
to those who need it free of charge; many people are 
under the impression that blood supplied by the blood 
transfusion services is charged for. Another fact that 
might be emphasized is that the advent of the Welfare 
State has diminished the opportunity that people have for 
taking part in genuine community service. Blood donation 
is an entirely altruistic activity in which some real satis- 
faction may be obtained. Perhaps as effective an approach 
as any is for the doctor to put the following question to 
his patients, their relatives, his fellow citizens and him- 
self: “Suppose you or one of your family were desperately 
ill and had to have an immediate blood transfusion; where 
do you think the blood would come from?” 





WORLD MEDICAL PERIODICALS. 





THE second edition of “World Medical Periodicals” has 
been published’? and is cause for congratulation to its 
publishers, the World Medical Association, and especially 
to its compiler, Mr. L. T. Morton, of the staff of the British 
Medical Journal. The first edition was published jointly 
by UNESCO and WHO in 1953, but it has now been taken 
over by WMA, becoming the responsibility of the Joint 
Committee on Medical Documentation of the World Medical 
Association and the International Union of the Medical 





2“World Medical Periodicals”, prepared by L. T. Morton under 
the auspices of a committee jointly sponsored by the World 
Medical Association and the International Union of the Medical 
Press; Second Edition; 1957. New York: World Medical 
Association. 93” x 6”, pp. 376. Price: $6.00 or 30s. (English). 
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Press. The printers are The Thanet Press, Margate, Kent, 


England. 

The volume has been revised, and, as a result, some 1400 
new titles have been added and 600 omitted. The new 
edition contains the titles of medical, pharmaceutical, 
dental and veterinary periodicals which were in 
existence at the beginning of 1957, and also a certain 
number of well-known periodicals which have ceased 
publication since 1900, but to which reference is fre- 
quently made in current medical bibliographies. In 
addition to the inclusion of new titles, other changes have 
been effected to make “World Medical Periodicals” more 
useful to authors, editors, librarians and, in particular, 
medical publishers. For example, wherever possible, the 
addresses of the 4785 periodical titles have been included 
in the new edition. New appendices give (i) a list of the 
principal international abstracting journals and (ii) a list 
of the principal international periodical indexes. Another 
new feature of the volume is the International Code for 
the Abbreviation of Titles of Periodicals as issued in 1954. 
The index of periodicals by subject is made more useful 
by the fact that the index numbers are grouped by 
countries. 

Two principal aims are stated to have lain behind the 
publication of “World Medical Periodicals”. The first was 
to include, under the guidance of colleagues in different 
countries, titles of those medical periodicals published in 
various parts of the world which were thought to be 
making contributions to clinical and scientific medicine. 
The second, and no less important, aim was to provide 
medical editors and publishers with abbreviations of 
medical periodicals which had been determined by an 
accepted international code. This was thought to be par- 
ticularly desirable in view of the fact that medical 
literature is now truly international; and as an inter- 
national organization, the World Medical Association has 
taken this step to secure uniformity in one particular 
detail of medical bibliography. It is much to be hoped that 
the editors of medical journals throughout the world will 
adopt the abbreviations given in “World Medical 
Periodicals”. A change of this character inevitably presents 
practical difficulties and so cannot be made without some 
delay. However, it is hoped to adopt the International Code 
for the Abbreviation of Titles of Periodicals in THE 
MEDICAL JOURNAL oF AUSTRALIA as from Volume II, 1958. 


_ 
a 


Current Comment. 








AN ALIMENTARY SPUTNIK. 





THREE ingenious American medical researchers, John K. 
Farrar, Vladimir K. Zworykin and John Baum, have 
invented what they call a “pressure-sensitive telemetering 
capsule” for registering pressures in the alimentary canal 
without the reflex disturbances which catheterization can 
produce and without the psychic annoyance or distraction 
usually associated with this. The instrument is a rigid 
plastic capsule three centimetres in length and one 
centimetre in diameter. At one end, which has a screw 
top, there is a battery of 1:2 volts and with a working life 
of 15 hours. This battery operates a transistor radio 
transmitter. At the opposite end of the capsule is a flexible 





1 Science, November 8, 1957. 


rubber membrane, which activates a pressure transducer. 
When the pressure on the transducer is altered, there are 
fluctuations in the frequency of the oscillations generated 
by the transmitter. Variations in pressure from 0 to 50 
centimetres of water can be detected. The signals are 
caught by the antenne of a frequency-modulating receiver 
secured loosely to the abdomen and can be recorded photo- 
graphically through an oscilloscope. Previous calibration 
of the instrument is, of course, nécessary. The capsule can 
be swallowed without difficulty and excites no reaction in 
its traverse down the alimentary canal. 


One obvious criticism of the method has not been dis- 
cussed in the preliminary announcement recently pub- 
lished, and that is the possibility of a long delay in the 
stomach. As is well known, a solid object arriving at the 
pyloric sphincter causes this to constrict, and then reverse 
peristalsis sends the solid object back into the main cavity 
of the stomach for further digestion; thus a coin or marble 
swallowed by a child may remain in the stomach for weeks. 
It will be interesting to note how this objection is dis- 
cussed in the fuller communication to be published later. 





CONNECTIVE TISSUE AND THE HEALING OF 
WOUNDS. 





Over the past few years increasing interest has been 
taken in the structure and constituents of the connective 
tissues and the changes in these during the healing of 
wounds. Another line of study of the connective tissue 
that is topically important is in relation to the so-called 
collagen diseases, better called “diseases of connective 
tissue”. Much of the significant material in this field has 
been presented in a symposium held recently at the Stritch 
School of Medicine, Loyola University, U.S.A., the papers 
of which have been published under the title “The Healing 
of Wounds”,’ and in a paper by G. Weissman’? under the 
title “Current Research in Diseases of Connective Tissue”, 
which gives an excellent review of the present knowledge 
of the nature of connective tissue. The facts which follow 
have been abstracted from both of these publications, 
which are well worth the direct attention of those 
interested. 

Three elements form the structure of the connective 
tissues of the body: (i) fibrous proteins, (ii) matrix or 
ground substance and (iii) cellular elements. The fibrous 
proteins form the collagens, elastins and reticulins. These 
are surrounded by a loosely textured gel of the ground 
substance, which is composed of plasma proteins, muco- 
proteins, free and bound electrolytes, water and soluble 
precursors of the fibrous proteins. At least five different 
mucoproteins containing five polysaccharide fractions are 
present. The cells are fibroblasts, mast cells and 
undifferentiated macrophages. All of these undergo 
changes during the process of wound healing. 


Most is known about the changes in collagen. Collagen 
represents about 65% to 85% of the total protein found in 
the skin and about 30% of the total protein of the body. 
It contains about 12% of hydroxyproline, practically all 
there is in the body, and is rich in glycine, glutamic acid, 
proline and arginine. It contains no cystine or trypto- 
phane, and very little methionine. The present accepted 
view as to the structure of collagen is that three coiled 
peptide chains are coiled together. These are then coiled 
into a helix. Glycine and hydroxyproline provide hydrogen 
bonds which reinforce the molecular strength. This 
arrangement gives a very stable and firm fibre. Collagen 
fibres are preceded by a pro-collagen or tropho-collagen, 
which is soluble in the matrix fluids. This seems to have 
the same chemical structure as collagen. It is produced 
by fibroblast and possibly other cells in the matrix. Elastin 
differs from collagen in having a low content of hydroxy- 





1“The Healing of Wounds: A Sym um on Recent Trends 
and Studies”, edited by Martin B. illiamson, Ph.D. ; oon 
New Yor ‘Toronto and London: The Blakiston 


McGraw- Book Company, Incorporated. 8” x 5%”, pp. 214, 
with illustrations. Prices $7.00. Hees 
2 New York State J. Med., 1957, 57: 3835 (December 1). 
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proline and of glutamic acid and arginine. It appears as 
branched fibres of varying length and width. Unlike 
collagen, it is susceptible to digestion by trypsin. It has 
rubber-like properties when wet, but not after drying. 
Reticulin, which forms a fine network surrounding collagen 
fibre bundles, is characterized mainly by the fact that it 
is stained by silver salts. Its chemical relation to collagen 
is not yet determined, but many believe that it is identical 
with collagen. A. H. T. Robb-Smith’ believes there are 
— different reticulins, some related to collagen, others 
not. 


‘It is only during the past five years that much attention 
has been given to the ground substance in relation to 
wound healing. H. R. Catchpole has given a detailed 
account of the role of the ground substance in wound 
healing. The presence of carbohydrate-protein complexes 
is highly characteristic of ground substance. Five distinct 
muco-polysaccharides containing uronic acids and one free 
of uronic acid have been found in different connective 
tissues. Being acidic substances of high molecular weight, 
these muco-proteins act as potential ion-exchange com- 
pounds and give the connective tissue an appearance of 
inertness which disease processes show is not permanent. 
Normal plasma proteins can be shown to be present and 
intimately bound to ground substance. In the process of 
wound healing the ground substance may be concerned 
mainly in the sense of contributing to a culture medium 
for the fibrous elements. Both the ground substance matrix 
and the precursors of the fibrillar elements are believed to 
be secreted by the connective tissue cells, but the problem 
of fibrillar organization is as yet unsolved. The fibroblasts 
secrete the soluble material which will subsequently 
become collagen and probably the other fibres as well. 
The change of precursor to collagen fibre appears to be a 
physical one, and many reports have indicated that the 
glycoproteins and hyaluronic acid have an important part 
in the change. The functions of the other cells are not 
clear. 

Various factors, dietary and otherwise, affect the new 
formation of the elements of connective tissue in healing 
wounds. It has long been recognized that wound healing 
is retarded in the scorbutic animal. H. J. Fromm and 
R. C. Nordlie have given a detailed account of work that 
has been done in an attempt to elucidate the action of 
ascorbic acid. The exact nature of the action is still 
obscure; it has to do with wound tensile strength and 
repair tissue collagen. With lack of ascorbic acid new 
collagen fibres are not formed in sufficient amount, and 
as a consequence the tensile strength of the wound is low. 
During the early stages of healing, in the absence of 
ascorbic acid, excessive amounts of mucopolysaccharides 
accumulate. Ascorbic acid is required for the formation 
both of collagen precursor and of collagen fibres, but is 
not a constituent of either. During protein starvation 
there is poor healing of wounds besides a general wastage 
of tissue. L. C. Edwards and J. E. Dunphy have discussed 
the place of methionine in wound healing during protein 
starvation. It has been shown that when an animal on a 
very low protein diet is showing poor wound healing, 
which means in general poor production of collagen, the 
administration of methionine wil cause a distinct trend 
to normal healing. Dietary cystine will have the same 
effect, but not cysteine. Collagen shows a negligible 
sulphur amino acid content. The depressed formation of 
collagen seen in wounds in protein starvation is very 
nearly restored to normal by methionine, although the 
other ten or so amino acids which are deficient are not 
made good. Except for the nitrogen of methionine, the 
nitrogen of the other amino acids coming from tissue 
wastage is almost all excreted in the urine as urea. It is 
probable that the lack of methionine (and/or cystine) 
causes a specific defect in the sulphation of mucopoly- 
saccharides which are necessary in the process of forming 
collagen, although themselves playing no part in the 
collagen itself. An interesting recent development sug- 
gested by the action of methionine is the pharmacological 
use of sulphur compounds in aiding tissue regeneration. 
This has been described by C. D. Proctor. Thiocresol was 


iJ. Mt. Sinai Hosp., 1957, 24:1155 (November-December). 





early shown to enhance the healing of wounds, but its high 
toxicity was against its use. Thioglucose acted similarly, 
but had bad defects in use. Recently some thiosulphon- 
amides have been introduced which are stable and little 
toxic, and which accelerate wound healing whether used 
locally or given parenterally. They do not seem to have 
been used much in man. The sulphur groups of methionine 
and other substances play an important part in the main- 
tenance of the activity of ascorbic acid and so indirectly 
affect collagen formation. 

The stages in the healing of a wound, greater than a 
mere abrasion, are three. First, there is exudation of 
fluid with a concentration of fibrinogen and globulin and 
an influx of leucocytes; the wound is sealed by a mesh- 
work of fibrin. In the second, very short stage, there is 
removal of dead and dying material. Following this, the 
third stage, cell proliferation, begins. Early in this phase 
the epidermis commences to grow over the proliferated 
cells and other material. White cells which have accumu- 
lated give rise to ameboid cells, called polyblasts, which 
are later transformed into fibroblasts. In the presence of 
sufficient methionine (or cystine) and ascorbic acid, the 
fibroblasts secrete the pro-collagen which is converted by 
some physical means to bundles of collagen fibres. Muco- 
polysaccharides also accumulate until finally there is com- 
pletion of the formation of scar tissue. New production 
of elastin fibres plays little part in scar formation, and the 
part played by reticulin is not clear. 


STIMULATION OF DEEP STRUCTURES BY ELECTRIC 
INDUCTANCE. 





An ingenious method has been devised by A. Djourno,! 
of Paris, to stimulate deep organs and tissues without 
repeated surgical exposure. Briefly the method is to bury 
by one single operation a secondary coil so treated as not 
to produce any inflammatory reaction; then after healing 
of the wound this secondary coil can be made to produce 
currents of relatively high voltage but low amperage by 
alterations in the electric circuit led through a primary 
coil which is placed close to the skin outside. Body tissues 
are transparent to magnetic lines of force and remain 
unaffected by alterations in the magnetic field. The primary 
coil may take any of the simple forms in use in physio- 
logical laboratories. The secondary coil is composed of 
many turns of fine, well-insulated silver wire and is 
enveloped in a plastic which is accepted by the surrounding 
tissue as “friendly”. The coil is 1-3 to 2-0 centimetres in 
length and 1:0 to 2:0 millimetres in diameter. The wires 
as they emerge from the secondary coil run through small 
stainless steel tubes. Bipolar stimulation can be used, as 
with nerve trunks, by lapping each terminal, which has 
been stripped of its insulation, around the nerve trunk at 
two places separated by a sufficiently large interval. Mostiy 
unipolar stimulation is employed; in this one terminal is 
stripped of its insulating material and made into a loop, 
which is left in an adjacent and neutral tissue, and this 
may be regarded as “earthing”. The stimulation is carried 
out by the other terminal, which is carried, still insulated, 
to its destination in the stainless steel tube; then the 
naked ending of the silver wire is applied to the desired 
site. The original wound is made at some distance from 
the chosen point of stimulation, so that scar irritation may 
not vitiate results. Djourno claims that he has had his 
coil buried in a rabbit’s leg for two years and subjected 
the sciatic to thousands of stimuli without any untoward 
results. That such non-operative subjection of a buried 
nerve or organ to electrical stimuli can be useful in physi- 
ology is obvious, but Dr. Djourno asserts that there are 
clinical applications as well, such as rhythmic excitation 
of the phrenic nerves when their centres are paralysed in 
poliomyelitis. One criticism has not been adequately dealt 
with—namely, the fact that the regulation of the intensity 
of the stimulating current for this must of necessity be 
difficult and crude. 





1 Presse méd., 1957, 65:1353 (August 3). 
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Abstracts from Wedical 
Literature. 





PATHOLOGY. 





Renal Changes in Shock. . 


G. A. Boueuton anp 8. C. SomMERs 
‘ (Am. J. Clin. Path., Tanuaryye 1957) 
have described the post-mortem findings 
in eight patients who had been in shock 
and been treated with levarterenol, 
@ pressor amine. The levarterenol was 
usually infused at a rate that would 
maintain the systolic blood pressure 
at 100 millimetres of mercury. In 
each case there was prominent degenera- 
tion in the proximal convoluted tubules, 
with degeneration of lesser degree affecti 
the glomeruli and both the afferent an 
efferent arterioles. In addition, the largest 
medullary veins had funnel-like constric- 
tions of their lumina owing to circum- 
scribing bands of contracted’ smooth 
muscle. Such sphincter-like structures 
in the renal veins of humans have not 
been previously described. The abnor- 
malities in the kidneys are thought by 
the authors to be due to ischemia 
associated with spasm of the renal 
arterioles and medullary veins, possibly 
as a result of levarterenol therapy. 
Anuria did not develop, probably because 
death supervened too quickly after the 
onset of shock. 


Experimental Cardiac Malformations. 


O. M. Harinc anv J. F. Pozi (Arch. 
Path., September, 1957) have devised 
@ simple method of producing ‘cardiac 
malformations. Using the anal of 
retrolental fibroplasia, they ve 
endeavoured to supply excessive 
tensions to rat embryos. Their method 
was to expose pregnant rats in a closed 
chamber to a gas mixture of 3% carbon 
dioxide, 20% oxygen and 77% nitrogen. 
They postulate that the increased carbon 
dioxide should cause greater dissociation 
of oxyhsmoglobin and in this way the 
developing foetal tissues should be supplied 
with an excessive amount of oxygen, 
resulting in cardiac malformations due 
to overgrowth, All hearts obtained from 
treated animals were abnormal. The 
following anomalies were observed: 
generalized myocardial thickening ; right 
ventricular hypertrophy with narrowing 
of the pulmonary outflow tract; atrial 
and ventricular septal defects, and 
anomalies of the aortic arch including 
persistence of the ductus arteriosus. None 
of the control animals showed any of 
these anomalies. 


Changes in Smokers’ Lungs. 


J.D. Haminton et alit (Canad. M.A.J., 
August 1, 1957) record the results of the 
histological study of & series of lungs of 
(i) persons affected with bronchogenic 
carcinoma, (ii) smokers, and (iii) mon- 
smokers. The right lung was arbitrarily 
chosen, except in carcinoma, when the 
unaffected lung was used. It was usually 
easy to obtain a clear history of the 
smoking habits of persons affected with 
a a the authors remark on the 

i yy of obtaining a control group. 
They studied the lungs of 30 sufferers 


from carcinoma, of 15 smokers and of 
20 non-smokers. The in cases of 
carcinoma were from 45 to 81 years, 
of smokers from 39 to 77 years, and of 
the control group from: 29 to 83 years. 
After quoting what are regarded as the 
normal histological a ces of the 
epithelial lining of the tracheo-bronchial 
tree, the authors go on to state that in 
their series they found five types of 
morphological change, The first of these 
was hyperplasia of basal cells. This 
change was generally focal, but was 
sometimes extensive. The basal layer was 
thickened because of multiplication of 
the cells. All cells of the mucous 
membrane at the site of hyperplasia 
appeared to be normal. The second 
ra consisted of stratification, in 
which the epithelium was composed of 
several layers of flattened cells, parallel 
to the surface. At these sites neither 
goblet cells nor ciliated cells were seen. 
In the third type of change (squamous 
metaplasia) the epithelium resembled 
the squamous epithelium of the oral 
cavity. Ciliated and goblet cells were 
absent. Fourthly, the authors noted a 
type of transitional metaplasia, in which 

e epithelium had the same appearance 
as the transitional epithelium of the 
urinary tract. Ciliated and goblet cells 
were absent. The authors noted also what 
they term un intermediate change, in 
which stratification had occurred, and 

et cilia and mucous secretion remained. 

asal cell hyperplasia was the change 
most frequently encountered. It occurred 
in all three groups. In carcinoma of the 
lung it was present in 24 out of 30 cases ; 
in smokers it was present in 13 out. of 15 
cases; in non-smokers it was present in 
eight out of 20 cases. The authors 
remark that “‘ the other changes described 
do not really show a statistically significant 
increase in the smokers’ and carcinoma 
groups”’, They go on to discuss the 
possible significance of the changes. 
They point out that the same changes are 
found in smokers and non-smokers, the 
only difference being in degree. They 
suggest that the smoky atmosphere of a 
city may be a causative factor, but 
confess that their histories do not give 
sufficient data concerning the environment 
of the patients to warrant any conclusion 
in this respect. 


Precancerous Changes in Breast. 


J. G. Jackson anv J. W. Orr (J. Path. 
& Bact., October, 1957) have made a 
study of the connective tissue changes in 
carcinome of the breast. Their material 
comprised 400 cancerous breasts removed 
at operation and included five examples 
of Paget’s disease of the nipple. ey 
found a state of periductal elastosis in 
the sector containing the cancer and an 
increase in the _ subepithelial fibrous 
tissue. The ducts were more crowded 
in the affected sector, suggesting collapse 
of the mammary duct systems, and the 
authors claim this to be the mechanism 
of nipple retraction rather than fibrous 
reaction to an established carcinoma. 


From their observations the ‘suthors. 


conclude that the same carcinogenic 
influence as acts upon the duct system 
also acts upon the stroma, often causing 
complete occlusion of ducts by fibrous 
tissue. If the stromal hyperplasia is 
more prominent than the carcinoma, the 


lesion is not an atrophic carcinoma ; 
it means that the stromal hyperplasia 
is in advance of the epithelial neoplasia. 
Subepithelial hyperplasia of fibrous tissue 
alone is of uncertain significance, but 
combined with epithelial h lasia it is 
& premalignant condition, It is 

that. all the features of carcinoma of 
the breast may be due to the presence 
of an intraduct carcinogen. 


Fibrocystic Disease of the Breast. 


A. Marret anp §S. Sommers (Ann. 
Surg., March, 1957) performed a complete 
post-mortem examination on 20 women 
in order to investigate the endocrine 
correlations in mamméry adenofibrosis 
and chronic cystic mastitis. They con- 
cluded that fibrocystic disease of the 
human breast was associated with hyper- 


secretion of pituitary gonadotrophin and . 


ovarian cestrogen. Chronic cystic mastitis 
was associated with the more striking 
and generalized endocrine abnormalities. 
These often included endometrial hyper- 
plasia and alterations in the thyroid 
gland. 


Atheromatous Emboli. 

W. J. Winter (Arch. Path., August, 
1957) reports two cases in which emboli 
composed of cholestero] crystals caused 
multiple cerebral infarcts. In each case 
there were aneurysms of the aortic arch 
with severe atherosclerosis. In one case 
the aneurysm was definitely syphilitic 
in origin. The infarcts caused symptoms, 
although they were small, even’ micro- 
scopic, in size. The cholesterol emboli 
excited a foreign-body reaction within 
the lumina of the affected vessels. Pene- 
tration of the arterial wall by sharp 
crystals also occurred. , 


Effect of Digitalis in Potassium 
: Deficiency. 

J..G. Rosrnson e¢ alit (Arch. Path., 
August, 1957), in a study of the myo- 
cardium in potassium-deficient rats, could 
not demonstrate any relationship between 
the administration of digitalis and the 
incidence or appearance of lesions due to 
potassium deficiency. Biochemical deter- 
minations of the potassium and sodium 
content of the myocardium offered good 
evidence that a potassium-deficient diet 
lowered the concentration of potassium 
in the heart muscle. Digitalis did not 
exert any significant influence upon the 
potassium or sodium ‘content of the heart. 


Sex-Chromatin in Breast Cancers, 


V. M. Kimext (Cancer, September- 
October, 1957) has studied 91 cancers of 
the breast in women to determine the 
percentage of tumour cells containing 
female sex-chromatin masses, the t 
the tumour, the nuclear grade of 
tumour, the age of the patient, the 
menopausal history and the response to 
hormone therapy in each case. He 
demonstrates that cancers of the breast 
may show sex-chromatin counts differi 
from the normal. Evidence is 

ing that tumours with high sex- 
chromatin counts are clinically cestrogen- 
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presented which shows that, tumours 
having a high sex-chromatin count are 
more likely to metastasize than tumours 
having a low count. 


Transfusional Siderosis. - 


D. F. Cappett, H. E. HutcHison anpD 
M. Jowett (J. Path. & Bact., October, 
1957) have studied five cases of trans- 
fusional siderosis, chemically and _ histo- 
logically. Two of their patients had 
received 600 and 800 pints of blood 
respectively and had survived six and a 
half and 12 years. Over 55 grammes of 
iron were present in the liver in each case, 
an amount twice that usually found in 
hemochromatosis, yet cirrhosis was 
absent. The distribution of iron is 
compared with other forms of severe 
siderosis in man. Analysis of the 
literature indicates that, contrary to 
general belief, hemochromatosis is seldom 
present in transfusional cases. When 
it is, chemical analysis shows that the 
iron is not wholly attributable to the 
transfusions, but must have been caused 
to a considerable extent by continued 
absorption from the gut. The implica- 
tions of this finding are discussed. 


Testicular Hemorrhages in the 
New-Born. 


J. L. Emery anp R. G. MrtoHE.y 
(J. Path. & Bact., October, 1957) found 
interstitial hemorrhages of varying degree 
within the testes in 87 (19-8%) of 139 
new-born or still-born children examined 
at necropsy. In 17 cases the testis 
appeared to be completely destroyed. 
This lesion was usually bilateral. No 
relationship was found to the type of 
presentation or delivery of the foetus, 
to any particular cause of death, or to the 
anatomical position of the testes. The 
authors suggest that the liability of the 
testes to interstitial hzemorrhage at this 
age is related to the sudden involution 
of the foetal interstitial cell mass which 
occurs at this time. 


Subacute Combined Degeneration’ 
of the Spinal Cord. 


W. Zeman anv F. H. De Lanp (Am. J. 
Clin. Path., November, 1957) have 
reported two examples of postero-lateral 
degeneration of the spinal cord in which 
there was no pernicious anemia and no 
achlorhydria, One patient was admitted 
to hospital with cerebral arteriosclerosis, 
and developed the syndrome of subacute 
combined degeneration while in hospital. 
Autopsy revealed the characteristic cord 
lesions. The second patient died from 
Hodgkin’s disease, during the development 
of which cord symptoms appeared. He 
too had the characteristic histological 
changes in the cord of subacute combined 
degeneration. These two cases point to 
something other than achylia as the 
common factor in this disorder. The 
authors suggest that the common patho- 
genic denominator may be an alteration 
of serum proteins. 


Platelet Survival. 


E. Apgrtson, J. J. RHEINGOLD AND 
W. H. Crossy (J. Lab. & Clin. Med., 
October, 1957) have used a new method 
of labelling platelets with radioactive 
phosphorus. It was accomplished by 
injecting P** into a donor, waiting until 


his platelet population contained a 
significant concentration of intrinsically 
labelled platelets, and then transfusing 
his whole blood into a compatible recipient. 
The method has the advantage of requiring 
only minimal manipulation of the plate- 
lets. The curve of decay representing 
platelet destruction appeared to be 
exponential both in humans and in dogs. 
The half-life was one and a half to three 
days, and the 10% level of survival was 
reached in six to 14 days. Both in 
humans and in dogs there was evidence 
of a transient sequestration of platelets 
in the early post-transfusion period. 
A second example of platelet sequestration 
has been demonstrated by applying this 
technique of platelet tagging to the study 
of thrombocytopenia in hypothermic 


dogs. 


THERAPEUTICS. 





Studies on Headache. 


E. Picntzer, H. G. Worrr et alii 
(Arch. Neurol. & Psychiat., December, 
1956) discuss the action of ergotamine 
tartrate on migraine headache. They 
conclude that the effective action of the 
drug is a peripheral vasoconstrictor 
action, and that there is lack of evidence 
of a central action of ergotamine producing 
vasoconstriction in humans. 


Oral Penicillin V. 


H. JuNcHER AND F. Raascuow (Anti- 
biotic Med. and Clin. Ther., September, 
1957) report on investigations into the 
solubility of penicillin V given by mouth. 
Penicillin V is a relatively acid-stable 
compound, and both the free acid and 
its salts are used for clinical purposes. 
Ten patients were given doses of 400,000 
units of (i) penicillin V acid ; (ii) potassium 
penicillin V; (iii) calcium penicillin V ; 
(iv) sodium penicillin G. All were given 
as @ powder with 100 millilitres of water 
on an empty stomach. Plasma penicillin 
was estimated at intervals for from four 
to six hours after taking the dose. There 
was @ great variation in individual values, 
The maximum plasma concentrations were 
found after half an hour, and they declined 
steadily every hour, until at six hours 
only a trace was found. Potassium 
penicillin V gave the highest average 
plasma concentration after half an hour, 
namely 5-0 units per millilitre. Next 
in order came calcium penicillin V (4:1), 
then ager Vv 7 (2-9), and lastly 
sodium penicillin G (1-6). The figures 
in parentheses give the average plasma 
concentrations obtained after half an 
hour. The average plasma concentrations 
for all four preparations were closely 
similar after the first hour. The same 
preparations of penicillin V were later 
given to 10 subjects together with a heavy 
meal. The plasma concentrations in 
this experiment were found to be very 
much lower than when the penicillin V 
was given after fasting. Benzathine 
penicillin V was tested and found to be 
less satisfactorily absorbed than the 
readily soluble compounds. Penicillin V 
is absorbed mainly from the upper part 
of the small intestine. The conclusions 
were that penicillin V taken by mouth 
should be given fasting, and that the 


highest plasma concentration was given 
by the potassium salt, followed by the 
calcium salt and penicillin V (acid), 
in that order. 

Obesity. 


C. Resster (J.A.M.A., September 14, 
1957) describes the treatment of obesity 
with phenmetrazine hydrochloride. Using 
it originally in Germany, Berneike gave 
50 patients a 25-milligramme tablet 
twice daily for 10 weeks and found that 
all lost weight at the rate of 1-9 pounds 
a week, In this investigation 30 obese 
patients were treated. Alternate patients 
were given 25 milligrammes of phen- 
metrazine or a placebo thrice daily. A 
balanced diet of 1100 Calories was 
discussed orally with the patients, and 
later no great stress was laid on diet. 
After three months it was found that 
every patient taking phenmetrazine had 
lost weight at an average rate of 1-34 
pounds a week. Those on the placebo 
had lost on an average 0-24 pound a 
week. Toxic effects were very rare. 
One patient complained of nervousness, 
others complained of a dry mouth, or 
giddiness of a mild degree. Blood pressure 
was not increased. The phenmetrazine 
used had the trade name “ Preludin ” 


ANASSTHETICS. 





G. Owens et alii (Anesthesiology, July, 
1957) used dogs in a series of experiments 
to investigate ether convulsions. Groups 
of dogs were anesthetized with ether or 
pentobarbitone, or immobilized with 
succinylcholine, and all were warmed 
up to 105° to 107° F. with a heating 
blanket. All the five animals which were 
submitted to hyperthermia and ether 
anesthesia showed  electroencephalo- 
graphic changes. Bursts of slow spike 
waves, about 200 microvolts in amplitude, 
occurred within 45 to 60 minutes at body 
temperatures between 102° and 106° F. 
Increasing the temperature as well as 
duration of anesthesia produced periods of 
continuous cortical dysfunction, which 
in two instances became frank seizure 
discharges. One generalized clonic motor 
seizure was observed during the experi- 
ment. The depth of ether anesthesia, 
the carbon dioxide level in the blood and 
the pH of the blood seemed to play little 
part in the seizure pattern. A generalized 
mild neuronal change was seen in some 
dogs, consisting of clumping of the Nissl 
substance and pyknosis, and a reduction 
in the number of cerebellar Purkinje cells 
was obvious in all cases. The group of 
dogs subjected to succinylcholine and 
hyperthermia showed no major changes 
until a later repetition experiment, when 
ether was added after the hyperthermia, 
and within one to three minutes seizure 
discharges appeared in the electro- 
encephalogram at a level of very light 
ether anesthesia. Two animals received 
pentobarbitone before ether and hyper- 
thermia, and neither showed electro- 
encephalographic changes. The authors 
raise the point that neurological damage 
can occur without frank convulsions and 
this can be detected by the electro- 
encephalogram during anzsthesia. To 
prevent ether convulsions, these experi- 
ments suggest that hyperthermia and 
barbiturates are both effective. 
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Wedical Societies. 


PEDIATRIC SOCIETY OF VICTORIA. 








A MEETING of the Pediatric Society of Victoria was held 
on June 12, 1957, at the Royal Children’s Hospital, Melbourne. 


Management of Thyrotoxicosis in Childhood. 


Dr. N. WETTENHALL discussed the management of thyro- 
toxicosis in childhood. He said that it was a rare disease. 
In a review of in-patient records of the Royal Children’s 
Hospital going back 20 years to 1937, only 12 patients had 
been found. Dr. Wettenhall presented details of one of 
those patients, and briefly discussed the case of another, who 
was currently attending the hospital under the care of Dr. 
A. W. Venables. 


Dr. Wettenhall went on to say that the symptomatology 
and mode of presentation of disease in the children under 
discussion were similar to the condition in adults, though 
one or two points were worth noting. Exophthalmos and 
a swelling in the neck were the two commonest symptoms 
that the parents recognized. Excessive nervousness was 
often present, but did not always arouse the parents’ con- 
cern. The child usually had a large appetite, but loss of 
weight was not nearly so striking as in adults. Increased 
height and even weight above the average were not uncom- 
mon. Exophthalmos, a smooth diffuse enlargement of the 
thyroid, tachycardia and a raised level of protein-bound 
iodine in the serum were the main diagnostic features. Of 
the 12 children treated at the Royal Children’s Hospital in 
the past 20 years, 11 were girls. The age at onset varied 
from two to thirteen years, with a mean of nine years. Six 
of the children were treated surgically, and six, including 
the present two, were treated medically. Of the six treated 
surgically, one died immediately after operation of a thyroid 
crisis, one developed tetany requiring treatment for at least 
three years, one developed a keloid in the operation scar, 
and one had required thyroid medication ever since. 

- Dr. Wettenhall said that Dr. R. O’Reilly, who had in 1956 
reviewed those patients who were still living, but unfor- 
tunately did not present his results to the Society, had 
permitted him to quote the findings of his examinations. The 
five children treated surgically, apart from the one who 
died, were now cured of their thyrotoxicosis, but with the 
disability already mentioned. Of the six treated medically, 
three had been cured, while three were still under treatment. 


One of them was the youngest of the series; she was two ° 


years old at the onset of her symptoms, and had now been 
under observation for over four years. The other two were 
the patients presented at the meeting. The series was too 
small to allow definite conclusions to be drawn, but it at 
least made one pause before unreservedly recommending 
subtotal thyroidectomy as the treatment of choice in child- 
hood thyrotoxicosis, 


Dr. Wettenhall went on to say that a review of the 
literature revealed a sharp division of opinion between the 
merits of medical and surgical treatment. The largest series 
he had been able to trace was that reported by Kennedy, of 
the Mayo Clinic, who discussed 148 children on whom opera- 
tions had been performed from 1922 to 1952, including 50 
operated on .between 1943 and 1952. Complications, 
including recurrence of thyrotoxicosis, myxcedema, hypo- 
parathyroidism, keloid in the operation scar and damage to 
the recurrent laryngeal nerve, occurred in a significant 
number, but those complications were not analysed in any 
detail, except for the statement that post-operative 
myxeedema occurred in over 20% of cases. Despite those 
complications, Kennedy stated dogmatically that subtotal 
(or near total) thyroidectomy was the correct treatment for 
children as well as for adults. There had been no operation 
mortality for the past 20 years. That viewpoint was sup- 
ported by McClintock, of Albany, New York, who had had 
17 children operated on since 1944 (and 33 prior to 1944), 
and by Talbot and Crawford, of Boston, who had had 18 
children surgically treated. However, over half of the latter 
series were receiving continuing thyroid medication.. On the 
other hand, there had been several recent papers in favour 
of medical management. Before the introduction of the 
thiouracil group of drugs there was no satisfactory medical 
regime, and those drugs had been introduced only in 1953. 
Van Wyk and Lawson Wilkins had reported on 16 patients 
treated medically since that time, and Kunstadter and Stein, 
of Chicago, had presented 17 patients. In Wilkins’s series, 
eight were completely cured, four were still under treat- 
ment and four had been submitted to surgery. The reason 
for surgery was unsuccessful medical treatment; two 
patients had developed toxic manifestations (one a rash and 


the other leucopenia), and two had failed to cooperate. Of 
the patients treated surgically, one had died after operation 
and the other three were all hypothyroid and required con- 
tinuing substitution therapy. One also suffered from hypo- 
parathyroidism. In Kunstadter’s series, eight were com- 
pletely cured, five were still under treatment and five had 
been submitted to surgery. Surgery was undertaken on one 
patient who showed drug toxicity, on one who was psychotic, 
on one who failed to cooperate, and on two patients who 
had nodular goitres. The final results of treatment were 
apparently uniformly good, in that in both series there had 
been a most satisfactory number of complete cures without 
complications. 


‘The disadvantages of medical treatment were the length 
of time necessary to complete cure, the need for regular 
medical supervision, the toxic reactions to drugs used, and, 
if failure occurred, the ultimate need for surgery. The length 
of time necessary to complete cure varied between two and 
three years in most cases. One patient of the Melbourne 
series and one of Wilkins’s had been under treatment for 
over four years; they were well controlled, but when drug 
therapy was withdrawn, symptoms _ recurred. Regular 
medical supervision was certainly necessary, but it was 
necessary for life in a significantly large number of patients 
whose thyroid had been removed surgically, and in whom 
post-operative hypothyroidism and/or tetany had -super- 
vened. Toxic reactions to drugs might be divided into minor 
and major categories. Minor reactions mainly comprised 
rashes and various dubious symptoms, such as nausea, head- 
ache and malaise. Major toxic effects were of two kinds— 
first, serious depression of bone-marrow function, and 
secondly, drug fever reactions, either uncomplicated or asso- 
ciated with glandular enlargement and/or swelling and pain 
of joints. Those toxic reactions occurred in 12% to 13% 
of patients treated with the earlier thiouracil and methyl 
thiouracil. Propyl thiouracil was much less toxic, and in a 
recent survey by Russell Fraser and colleagues, of over 
1000 patients treated with carbimazole, less than 05% kad 
major reactions and only 1°5% had minor reactions. The 
need for surgery arose, first, when medical supervision of 
a patient was inadequate, either through lack of proper 
parental cooperation, or through distance of the patient’s 
home from the treatment centre, and secondly, when major 
toxic reactions occurred. 


Dr. Wettenhall then presented the clinical details of two 
patients. The first was a female child, now aged 10 years. 
She had been examined first at the age of nine years, with 
exophthalmos, loss of weight and fatigue, of five to six 
months’ duration. Thyroid swelling had been noted for two 
months. The sleeping pulse rate was 110 to 120 per minute, 
and investigations showed the serum protein-bound iodine 
conterit to be 7-4 microgrammes per 100 millilitres and the 
serum cholesterol content 210 milligrammes per 100 milli- 
litres. Treatment had been commenced with propyl thio- 
uracil, but her condition proved difficult to control. After 
five months, therapy was altered to carbimazole, with 
improvement, and that drug had been continued. The 
thyroid swelling remained marked, and the administration 
of thyroid, one grain per Gay, had been commenced recently 
in an attempt to reduce it. The child was still not perfectly 
controlled, but she was leading a normal life and going to 
school, and there was no reason to think that the ultimgte 
result would not be successful. 


The second patient was a female child, aged seven years. 
She had always been very active and nervous. Her parents 
had first noticed a thyroid swelling four months previously, 
and four weeks after that her eyes were noted to be 
prominent. It was not, however, till two months later thet 
the child was taken to the family doctor, Dr. N. J. H. 
Rothfield, and then only because the father’s sister, who had 
herself had two operations for toxic goitre, commented on 
the resemblance of the child’s condition to her own. Dr. 
Rothfield found a large diffuse goitre and marked 
exophthalmos, and began medical treatment with methyl 
thiouracil and Lugol’s iodine. However, that was interrupted 
by an attack of measles three weeks after she was first 
examined, and no treatment had been received for the three 
weeks prior to her reference to Dr. M. Powell, who had 
allowed him (Dr. Wettenhall) to examine the child and 
undertake her medical care. She was a very active child, 
with obvious exophthalmos and diffuse enlargement of her 
thyroid gland, the neck measurement being 12:25 inches. 
Her height was 51°56 inches and her weight 69-5 pounds, both 
figures being on the 90% curve for her age. The heart rate 
was 130 per minute and the blood pressure 130/70 milli- 
metres of mercury. The skin was moist and warm, and she 
had sweaty palms. The rest of the clinical examination 
revealed. no abnormality. Results of investigations were 
as follows. The serum protein-bound iodine content was 
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12°9 microgrammes per 100 millilitres (after two weeks on 
an iodine-free diet); the serum cholesterol content was 141 
milligrammes per 100 millilitres, and the serum alkaline 
phosphatase content was 10 units; the X-ray appearances 
of the heart and chest were within normal limits; the 
electrocardiogram’ revealed marked sinus tachycardia with 
left ventricular preponderance. A blood examination revealed 
that the hemoglobin value was 84%, and the number of 
platelets was normal; the leucocytes numbered 8500 per cubic 
millimetre, 62% being neutrophils, 34% lymphocytes and 1% 
monocytes. In hospital the child remained very active, and 
her sleeping pulse ranged between 110 and 120 per minute. 
Treatment with phenobarbital, half a grain three times a day 
for 10 days, had no effect, and her weight fell 3°5 pounds. 
Carbimazole therapy was begun and had been continued 
since. The initial dosage was 30 milligrammes per day, 
given in divided doses. Her sleeping pulse rate had fallen 
to 95 per minute, and she had gained one pound in weight, 
but was still excessively active. It was proposed to increase 
the total daily dosage of carbimazole and at the same time to 
give smaller quantities more frequently—for example, five 
milligrammes six or seven times a day—until she was better 
controlled. The dose could then be varied according to her 
response. She would need to be kept under medical super- 
vision for the next two or three years, but it was expected 
that otherwise she would lead a normal life. 


Dr. Wettenhall went on to discuss the medical manage- 
ment of thyrotoxicosis with carbimazole. He said that the 
initial dose was usually 30 milligrammes per day, but ranged 
from 15 to 60 milligrammes, rising with the size of the 

oitre and the severity of the hyperthyroidism. Each tablet 
ontained five milligrammes, and they were best given in 
equally divided doses during waking hours; there was some 
evidence that frequent small doses were the most effective 
in controlling symptoms rapidly. When symptoms were 
controlled, the maintenance dose was usually 15 milli- 
grammes per day or less. Usually the size of the goitre 
and the degree of exophthalmos diminished with the sub- 
sidence of symptoms. However, when this did not occur, 
and particularly when the goitre and exophthalmos 
increased, the use of thyroid hormone, one to two grains 
per day, might be tried. The rationale was based on the 
assumption that the production of pituitary thyrotrophic 
hormone would thus be diminished, excess production of 
that hormone in turn having been responsible for the 
offending signs. 


Summarizing, Dr. Wettenhall said that from the cases at 
the Royal Children’s Hospital and a review of the literature, 
it appeared that antithyroid drugs should always be given 
a trial in the treatment of childhood thyrotoxicosis. 
Carbimazole at present was the drug of choice. A proportion 
of patients successfully treated by. surgery would require 
permanent substitution therapy (either thyroid or para- 
thyroid), and all operations carried a hazard to life, even 
though it might be small in skilled hands. However, when 
medical treatment had failed or was impossible because of 
lack of cooperation, surgery should be undertaken. Two 
patients had been presented illustrating thé symptomatology 
of thyrotoxicosis in childhood and some aspects of the 
medical management. 


Prorgessor R. LOvELL, in opening the discussion, said that 
he had not realized that thyrotoxicosis was so uncommon in 
childhood, or that there was such a high incidence of com- 
plications following surgical treatment. He wondered 
whether there were any special hazards in children. In 
adults, surgery in the hands of those surgeons who were 
experienced in that particular operation was usually success- 
ful. He wondered whether the natural history of the 
untreated disease in childhood was-.known, and whether it 
followed the adult pattern of remissions and exacerbations 
over a number of years. : 


Dr. Wettenhall, in reply, said that as far as he knew there 
was no definite knowledge of the natural history of the 
untreated disease. 


Dr. R. Howarp also expressed surprise at the large number 
of complications following surgery in that series of patients. 
He said that he did not think there were any particular 
difficulties in childhood. He asked Dr. Wettenhall what 
length trial of medical treatment he advocated—whether it 
was two or three years, and if relapse occurred, whether 
medical treatment was continued. Dr. Howard said that he 
had recently operated on a child, aged nine years. The 
child had been well prepared by the physician, and all had 
gone well. He thought that all the patients probably needed 
some thyroid treatment after operation. 


Dr. R. SouTusy said that he thought children with thyroid 
disease were less stable and less predictable than adults 


after surgical treatment, and he cited a family of two boys, 
both of whom died despite very good surgery. 


Dr. Wettenhall, in reply, said that the number of children 
with thyrotoxicosis was limited, and in the literature it was 
difficult to find large series reported. The Mayo Clinic now 
favoured surgery, and performed near or _ subtotal 
thyroidectomies without mortality; but over 20% of the 
children were treated with thyroid for the rest of their 
lives. Lawson Wilkins’s recommendation was to try medical 
treatment first, and if it failed from non-cooperation or from 
toxic symptoms of the drug, then surgery should be under- 
taken. The criteria of cure under medical treatment were 
the disappearance of thyroid swelling and exophthalmos. 


Experience with A.P.C. Virus at the Royal 
Children’s Hospital. 


Dr. J. Perry read a paper from the Sporting Globe-3DB 
Virus Diagnostic Laboratory, describing the study of 
material from 58 cases of laryngo-tracheo-bronchitis by Miss 
Doris Graham. Miss Graham’s paper is published in full 
elsewhere, and the following is a summary of the chief 
features. 


The purpose of the investigation was to determine what 
part was played by virus infection in the etiology of this 
particular respiratory tract disease. Attempts were made 
to exclude the following etiological agents: A.P.C. or adeno- 
virus, influenza, Coxsackie virus infection, psittacosis, ‘“Q” 
fever and virus pneumonia. The diagnostic approach was 
made by the use of tissue culture (HeLa and monkey 
kidney), embryonated eggs and animal inoculation. Sero- 
logical investigations included the use of complement fixa- 
tion, neutralization and anti-hemagglutinin tests. In that 
group there was evidence of infection with adenovirus in 
three cases (one isolation, two rising titre antibodies) and 
with influenza in one (serological diagnosis). In 31 of the 
foregoing cases there was evidence of previous infection of 
adenovirus, but the titre did not rise during their illness. 
Staphylococci were isolated in 15 of the 58 cases, and one 
of the staphylococci was a phage type 80/81. 


Dr. Perry said that the present study indicated that in 
the series investigated a low isolation rate of virus was 
encountered. No attempt was made to isolate the “croup 
associated” virus recently described by Chanock. 


Dr. H. McLorInan said that he had always thought that 
laryngo-tracheo-bronchitis should not be labelled a virus 
infection. Thick, tenacious mucus formed very quickly in 
relationship to the presence of the staphylococcus. Hemo- 
philus influenze infection of the larynx conformed to a 
definite pattern distinct from ordinary laryngo-tracheo- 
bronchitis. He wanted to hear something of the clinical 
signs found in these cases. 


Dr. A. VENABLES said that the children had suffered an 
acute febrile illness with respiratory symptoms and laryngeal 
stridor, intermittent or continuous. The onset was sudden, 
but the disease was usually mild, and the patients were 
discharged from hospital in three or four days. 


Dr. H. WiLiiaAMs asked whether the three cases associated 
with active virus infection were in any way different 
clinically. 


-Dr. Venables, in reply, said that they were not. 


Dr. S. WiLuiaMs said that some American workers con- 
sidered that the A.P.C. virus needed a stimulus before it 
became invasive. Work with volunteers had shown that no 
infection of the eye or respiratory tract was obtained unless 
there was something wrong first, such as irritation of the 
eye. It had been suggested that there was an association 
between central heating and the A.P.C. virus in the United 
States. 


Correspondence, 


PEPSINIZED GRASS POLLEN IN THE TREATMENT 
OF HAY FEVER. 


Sir: May we be permitted to comment on Dr. C. T. Piper’s 
letter of January 25 regarding the small trial of pepsinized 
grass pollen in the treatment of hay fever which we reported 
in your columns on September 7, 1957? 


Dr. Piper’s reaction to this little experiment seems 
unduly violent in view of the fact that it was performed 
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with his knowledge and approval. The results were shown 
to him and it was mutually agreed that they should be 
reported. The article in question merely recorded that, 
under the conditions of the experiment, the pollen prepara- 
tion gave results which were no better than those obtained 
with a control solution: 


The nature of the control substance hasbeen criticized 
by Dr. Clarke and by Dr. Piper. The latter’s conversion of 
the chemical papaverine, which was actually used, into 
pethidine, which was certainly not used, scarcely seems 
permissible, even in the interests of healthy criticism. We 
are well aware that papaverine is a histamine liberator, but 
it was vital for this experiment that the local effects of the 
pollen preparation be closely imitated. In any case, if it is 
to be inferred that a few minute local doses of histamine are 
as effective as the pollen preparation, this is surely an 
observation of some interest. Dr. Piper’s suggestion of using 
distilled water plus air was considered, tried, but soon 
abandoned. Even the most unobservant of our control 
patients noted with disapproval the air in the syringe. Even 
when this method did escape detection and produced a satis- 
factory weal, it seemed likely that histamine was again 
being liberated locally, probably as much as by the 
papaverine. 

Dr. Piper has also inferred that, by omitting skin tests 
on the patients in this series, we missed cases of plantain 
or Cladosporium allergy. We should like to point out that 
in the experiments of 1954-1955 (M. J. AusTRaLia, September 
15, 1956), scratch tests were performed on 245 cases of hay 
fever and, of these, there were only two cases in which the 
reaction to plantain was more marked than that to rye 
grass, and in no case did a positive reaction to plantain 
occur in the presence of a negative rye grass reaction. 
Further, both the above cases with a positive plantain 
reaction reacted quite adequately to the pepsinized rye grass 
pollen preparation. Dr. Piper’s strictures on the scepticism 
of those conducting the reported experiment scarcely seem 
valid or reasonable. The results obtained in the larger but 
uncontrolled trial of pepsinized grass pollen (M. J. AUSTRALIA, 
September 15, 1956) were not significantly different from 
those obtained with both the grass pollen extract and the 
control substance in the controlled trial under discussion. 


It would surely be disastrous for all branches of medical 
science, if open-mindedness and critical attitude were to be 
branded as unhealthy scepticism and replaced by the type 
of biased prejudgement which Dr: Piper apparently prefers. 
Such thinking can contribute nothing towards a better 
understanding of the serious and widespread problem of 
allergic disease. 

Yours, etc., 
R. §. CoLTon, 

Department of Medicine, H. N. Rosson. 
University of Adelaide, 

February 19, 1958. 





SUPERVOLTAGE RADIOTHERAPY. 





Sir: Recent correspondence in THB MEDICAL JOURNAL OF 
AUSTRALIA has questioned the justification for the expendi- 
ture of funds on supervoltage X-ray equipment in the treat- 
ment of cancer. Unfortunately, it appears that medical 
politics and bias are involved in these communications. 
While we do not desire to take part in a domestic argument, 
certain statements have been made which cannot be allowed 
to pass unchallenged. 


The opinion that supervoltage therapy is useless has been 
expressed, either disguised with little subtlety in Mr. K. W. 
Starr’s statement about “operating on a case where cobalt 
beam therapy had failed” or by Mr. J. Cameron Loxton with 
more outspoken condemnation. Either presentation ignores 
ne fundamentals of the natural behaviour of malignant 

sease. 


Both radical surgery and radical radiotherapy in all forms 
are local techniques designed to ablate local disease. 


May we suggest that no tools known to-medicine, be they 
megavoltage machines, chemotherapeutic agents or even 
“surgical instruments of light and delicate pattern”, can be 
expected to cure advanced metastatic disease. Therefore, we 
do not expect to see the “five year survival rate approaching 
5% in deep-seated cancer” of Mr. J. Cameron Loxton sig- 
nificantly altered by either supervoltage or any other present 
method of treatment. The sad fact remains that the 
majority of cancer patients will die of their disease. Com- 


mon -humanity demands an equal expenditure of effort in 


relieving their suffering. 


A comparison of curative results can only be made if a 
random selection of tumours of comparable size, site, rate 
of growth and malignancy are submitted to a controlled 
clinical trial, with adequate follow up of patients, determina- 
tion of survival rate and the sequele of treatment. Such a 
proposal seems as unpalatable to some indiscriminate 
surgeons as it is palatable to many radiotherapists. It is 
equally apparent that such a trial would receive poor sup- 
port in some, if not all, Australian States, where medical 
politics, bias and other self-interests would ensure its failure 
before its conception. If Mr. Starr is able to foster such a 
trial, be it surgery versus supervoltage, supervoltage versus 
conventional radiotherapy or any other combination of 
disciplines, he is to be congratulated. 


However, if the curative value of supervoltage therapy is 
to be assessed on the results of the incurable cancers or the 
deep-seated cancers, as Mr. J. Cameron Loxton terms this 
stage of the disease, with a quick decision made within a 
year of the installation of equipment in this country, then 
it is obvious that a convenient decision can be reached. 


We wish to point out that supervoltage therapy presents 
advantages over conventional therapy which make the latter 
obsolete in the treatment of most malignant disease. Firstly, 
skin reactions can be eliminated. Secondly, constitutional 
effects are greatly reduced. Thirdly, the risk of bone necrosis 
is markedly reduced. Fourthly, simplification of treatment 
reduces the strain on the patient’s physical resources. 
Hitherto insurmountable barriers to radical treatment are 
removed and an immeasurable improvement effected in the 
comfort of those receiving palliative treatment for incurable 
disease. These advantages cannot be denied and alones 
justify the expenditure involved. We are surprised that Mr. 
J. Cameron Loxton, during his researches overseas, did not 
discover these facts. 


Nothing is to be gained by sectional interests competing 
against each other for funds and patients. Not any one 
discipline can claim to be the saviour of the cancer sufferer. . 
Rather, we must combine and by cooperation achieve what 
we have failed to do separately. 

Yours, etc., 
J. P. MADIGAN, 
Cc. C. J. Minty, 

260 William Street, H. A. S. VAN DEN BRBENK. 
Melbourne, 

February 17, 1958. 


Sir: One is provoked to reply to the letters written by 
Mr. K. W. Starr, of January 11, 1958, and Mr. J. Cameron 
Loxton, of February 8, 1958. 


Broadly speaking, Mr. Starr and Mr. Loxton regard the 
purchase of supervoltage radiotherapy equipment to Sydney 
as a waste of money. The former is anxious for more 
money to be spent upon cancer research and the latter for 
more surgical equipment. 


As far as Mr. Starr’s opinions are concerned, one wonders 
what is to happen to cancer patients who would be denied 
modern radiotherapy techniques in Sydney. Mr. Starr is 
well aware that an enormous amount of finance is being 
vested in both clinical and academic research both in the 
United Kingdom, United States and elsewhere. It is well 
known that the progress made has been pitifully small when 
one considers the broad aspects of the cancer problem. 
There is no indication at the moment that the answer to 
cancer can be expected in the near future—at least, to be 
specific, within the next ten years. 


Nevertheless, Australia must play her part, however small, 
in the field of cancer research—both in the clinical and 
academic aspects. Mr. Starr’s own unit, together with others 
in this country, must be given full support by the Govern- 
ment, the public and the medical profession. 


However, the work of treating cancer in Sydney is, at 
present, hampered by lack of teamwork between certain 
surgeons and radiotherapists. The key word for treatment 
of cancer is cooperation—cooperation between the surgeon, 
the radiotherapist and the family doctor; as in the services, 
each must know the roles played by the others. It is a 
popular concept that the surgeon is the one person who 
knows more about cancer than any other clinician. This 
seems quite impossible when one considers that cancer 
forms only a portion of his day-to-day work. Moreover, it 
is quite impossible for specialist surgeons—in particular a 
gynecologist like Mr. Loxton—to know anything about the 
treatment of cancer as it applies to organs other than in 
his field. Therefore,\I submit that the radiotherapist who 
sees cancer all day and every day in almost every organ, 
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is a person who advice should be held in higher esteem 
than it is in Sydney by some surgeons today. 

It is quite clear that both Messrs. Starr and Loxton have 
no idea of the day-to-day atmosphere and workings of a 
properly conducted supervoltage radiotherapy department, 
otherwise they would not feel such extreme antagonism 
towards these modern apparatuses, 

They would see more patients actually cured of cancer 
than was possible with the older methods, in certain cases. 
If surgery were attempted in these cases a similar result, if 
obtained at‘all, would only be possible with a mutilating 
procedure. 


Furthermore, they would see palliation achieved more 
quickly, more easily and more effectively than ever before; 
certainly surgery would never give such results. 


If radiotherapy fails, then surgery is often still possible, 
and it is only by constant and friendly cooperation between 
surgeon and radiotherapist that this is at all possible. Both 
parties would soon know when their particular line of treat- 
ment was indicated if closer cooperation was achieved 
between them. 


Particularly striking results have been obtained in the 
United Kingdom with supervoltage irradiation. I write 
with experience gained over three years working at the 
Hammersmith Hospital (8 megavolt linear accelerator), the 
Royal. Marsden Hospital (2 megavolt X-ray plant), and 
watching Windeyer working with a cobalt beam unit similar 
to that at Royal Prince Alfred Hospital. One was impressed 
deeply by the results. of treatment to cancer of the nasal 
sinuses, oro-pharynx, laryngo-pharynx, bone, rectum, bladder 
and cervix uteri. 

To suggest that surgery can achieve similar results in 
the same cases demonstrates a gross ignorance, not only of 
radiotherapy, but of the treatment of cancer in general. 


I make an earnest plea to surgeons and radiotherapists 
to follow the example set by British hospitals, particularly 
the Royal Marsden Hospital (formerly the Royal Cancer), 
and institute cooperative cancer consultation clinics. The 
patients should be seen by a radio-surgical team in the first 
instance, during treatment and afterwards in the closest 
collaboration. (I understand that this idea is slowly formu- 
lating in Melbourne and at one Sydney teaching hospital.) 
The ultimate benefits to patients suffering from cancer would 
become evident; moreover, clinicians would increase their 
knowledge of cancer as an overall problem as a consequence. 

Mr. Loxton bases his opinions of radiotherapy upon 
experiences at the New York Memorial Hospital. I have 
been told by radiotherapists working at this hospital that 
cooperation between the surgeons and themselves is not of 
a high standard, and the radiotherapists there do not enjoy 
the happy relationship which exists in similar centres in 
the United Kingdom; I am told that the surgeon orders the 
radiotherapist to give a certain dosage of irradiation to their 
patients irrespective of the opinions of the radiotherapist 
as to the management of the case. Again, many American 
radiotherapists have told me that they consider British 
radiotherapy to be far superior to their own, when con- 
sidered as a whole. It is significant that a great number of 
American radiotherapists are British trained or go to the 
United Kingdom for their training. 


Since the first supervoltage plants in the United Kingdom 
have been working for less than ten years, it is too early to 
think in terms of five-year and ten-year cure rates, but I 
can assure Mr. Loxton that my colleagues in the United 
Kingdom have the firm impression that when they do pub- 
lish their results an appreciable improvement in cure rate 
will be apparent. 

Yours, etc., 
WILLIAM Woops, M.B., D.T.R., F.F.R. 

65 Dunbar Terrace, 

Adelaide, 
February 17, 1958. 





LOURDES CENTENARY. 





Sir: In these days of medical and scientific achievement we 
tend to think of man as being omnipotent. Recent accounts 
from Lourdes, however, suggest the existence of a power 
that will never be explained on a natural basis, Perhaps 
further study of the phenomena involved would benefit 
medical men of every creed and nation. 

Just 100 years ago (on February 11, 1858) a peasant girl 
in Lourdes, in the south of France, saw an apparition of a 
lady. On the lady’s direction she scratched in the ground, 
and a.stream began to flow. Bathing in the water of this 


stream has caused many sufferers from incurable diseases 
to recover. 

Every year two million pilgrims and thirty thousand sick 
visit Lourdes. The sick are examined at the Medical Bureau 
(at which any doctor is welcome) on arrival; and before 
departure if a cure is reported. Only after the most searching 
inquiries and at least a year’s follow up is a cure declared 
to be “inexplicable under natural laws”. To date 1200 cures 
have been pronounced inexplicable, and 4000 probably 
inexplicable, but with insufficient history available. 

For the centenary celebrations this year about 10 million 
pilgrims are expected to visit Lourdes—many of them from 
Australia. It will be interesting to have first hand accounts 
from Australian doctors when they return. 

Yours, etc., 

Portarlington, L. D. RENOUF. 
Victoria, 

February 17, 1958. 





ANASSTHESIA IN HEART DISEASE. 





Sir: In my letter on “Anesthesia in Heart Disease” I 
wrote: 

“Many modern anesthetists seem to be perpetuating this 
heavy premedication which, I hold, is neither necessary nor 
desirable.” 

For “many” I meant to write “a few”. Will you please 
make this correction. 

Yours, etc., 

185 Macquarie Street, M. P. SUSMAN. 
Sydney, 

February 24, 1958. 


<i 
——_—— 


Dut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 











THE KOCH CONSUMPTION CURE.’ 





[From the Australasian Medical Gazette, April, 1891.] 





PROFESSOR ANDERSON STuaRT of the Sydney University who 
represented New South Wales and South Australia in the 
investigation of the Koch consumption cure arrived at 
Adelaide from London by the R.M.S. “Oceana” on March 17. 
He has prepared a voluminous report which is now being 
printed. He will give a complete history of the discovery of 
the cure, an account of his investigations in Berlin and 
his conclusions, most exhaustive statistics regarding the 
treatment at the various German and other hospitals. On 
the evening of 17th March he delivered a lecture under the 
auspices of the South Australian Branch of the British 
Medical Association in the Adelaide “University. The lecture 
was illustrated by lantern slides projected on a screen, 
showing the various stages of consumption and many 
preparations of the tubercle parasite. There were also a 
number of microscopes showing the parasite itself magnified 
under very high powers. Various experiments were per- 
formed to illustrate the fundamental process of the culture 
of these parasites and their examination. 





=< 
jOost-Oraduate Tork. 


THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 








Week-End Course in Radiological Diagnosis and 
Techniques. 


Tup Post-Graduate Committee in Medicine in the 
University of Sydney announces that the following week- 
end course in radiological diagnosis and techniques will be 
held under the supervision of Dr. Alan R. Colwell in the Scot 
Skirving Lecture Theatre, Royal Prince Alfred Hospital, on 





1From the original in the Mitchell Library, Sydney. 
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Saturday and Sunday, April 12 and 13, 1958. The programme 
is as follows: 

Saturday, April 12: 10 a.m., “Fractures and Bone Injuries”, 
Dr. McClements Callow; 11 a.m., “G&sophagus, Stomach and 

uodenum”, Dr, Alan R. Colwell; 2 p.m., “Small and Large 

ntestine”, Dr. T. P. Loneragan; 3.30 p.m., “The Urinary 
Tract”, Dr. Denis B. Wightman. 

Sunday, April 13: 10 am., “The Biliary Tract”, Dr. Brien 
E. Frecker; 11 a.m., “The Respiratory Tract”, Dr. Alexander 
Owen. 

The fee for attendance at this course is £3 3s., and early 
written application, enclosing remittance, should be made 
to the Course Secretary, The Post-Graduate Committee in 
ye 131 Macquarie Street, Sydney. Telephone: 
BU 4497-8. 


Week-End Course in Occupational Medicine. 


“The Post-Graduate Committee in Medicine in the 
University of Sydney announces that the following week- 
end course in occupational medicine will be held, under the 
supervision of Dr. Gordon Smith, on Saturday and Sunday, 
April 19 and 20, 1958. The programme is as follows: 
Saturday, April 19: Scot Skirving Lecture Theatre, Royal 
Prince Alfred Hospital. 10 a.m. to 12.45 p.m.: This period 
will be devoted to discussions on certain aspects of 
pneumonoconiosis. Dr. Alan Bell will speak on “Asbestosis”, 
and will present characteristic X-ray films and possibly 
affected patients. This will be followed by a demonstration 
of pulmonary function testing methods and equipment to be 


given jointly by Dr. B. C. Sinclair-Smith and Dr. K. Outhred. 
2 to 5 p.m.: Short presentations will be given of several 


clinical cases or case histories illustrating various points of 


importance in occupational medicine, such as industrial or 
medical history, diagnosis, clinical, pathological or radio- 


logical features, prevention and compensation aspects. 
Sunday, April 20: School of Public Health and Tropical 
Medicine, University grounds. 9.30 a.m. to 12.30 p.m.: The 


course will conclude with a demonstration of instruments, 
apparatus and other equipment used in field and laboratory 


investigation of industrial hygiene. 

The fee for attendance at this course is £3 3s., and early 
written application, enclosing remittance, should be -made 
to the Course Secretary, The Post-Graduate Committee in 
Medicine, 181 Macquarie Street, Sydney. Telephone: 
BU 4497-8. 

Course in Cardiology. 

The Post-Graduate Committee in Medicine in the 

University of Sydney announces that the fifth annual post- 


graduate course in cardiology, conducted by the Hallstrom 
Institute of Cardiology, Royal Prince Alfred Hospital, will 


be held from Monday to Friday, July 21 to 25, 1958. This 


year the subjects chosen for discussion will be mainly 
relating to cardiac surgery, and lectures and demonstrations 


will be held at the hospital from 2.15 to 5 p.m. 

The course is available free of charge to members of the 
staff of the Royal Prince Alfred Hospital. Fee for attendance 
by other participants is £6 6s., and enrolment should be 
made with the Course Secretary, The Post-Graduate Com- 
mittee in Medicine, 131 Macquarie Street, Sydney. Telephone: 
BU 4497-8. Telegraphic address: “Postgrad Sydney.” 


Week-End Course in Chest Diseases. 


The Post-Graduate Committee in Medicine in the 
University of Sydney announces that the week-end course 
in chest diseases which was arranged to be held on October 
25 and 26, 1958, has been postponed to the week-end of 
November 15 and 16, 1958. 


<i 


Maval, Wilitary and Ait force, 


APPOINTMENTS. 











Tus following appointments, changes etc. are published 
in the Commonwealth of Australia Gazette, No. 10, of 


February 20, 1958, 


NAVAL Forces OF THE COMMONWEALTH. 


Permanent Naval Forces of the Commonwealth 
(Sea-Going Forces). 
Confirmation in Rank.—Surgeon Lieutenant (for Short 
Service) (on probation) George Grahame Mahony is con- 
firmed in the rank of Surgeon Lieutenant (for Short 


Service), with seniority in rank of 27th December, 1956. 
Surgeon Lieutenant (for Short Service) (on probation) 
Richard Lippett is confirmed in the rank of Surgeon 
Lieutenant (for Short Service), with seniority in rank of 
25th January, 1957. 

Promotions—Surgeon Lieutenant (for Short Service) 
(Acting Surgeon Lieutenant-Commander) Joseph * Brian 
Shiels is promoted to the rank of Surgeon Lieutenant- 
Commander (for Short Service), dated 27th January, 1958. 

Honorary Surgeon and Honorary Physician to_ the 
Governor-General—The appointments of Surgeon Com- 
manders Kenneth Charles Armstrong and Robert Michael 
Coplans as Honorary Surgeon and Honorary Physician 
respectively to His Excellency the Governor-General are 
extended for a period of three years from 14th October, 1957. 

Termination of Appointment.—The appointment of Michael 
Francis Cleary as Surgeon Lieutenant (for Short Service) is 
terminated, dated Ist January, 1958. 


Citizen Naval Forces of the Commonwealth. 


Royal Australian Naval Volunteer Reserve. 
- Promotions.——Honorary Surgeon Lieutenant-Commander 
William Henry Roberts is promoted to the rank of Honorary 
Surgeon Commander, dated 29th November, 1957. 


AUSTRALIAN MILITARY FORCES. 


Australian Regular Army. 
Royal Australian Army Medical Corps (Medical). 

The Short Service Commission granted to 1/8072 Captain 
(Temporary Major) F. R. Wilson is extended until 19th 
April, 1958. ~ 

Captains 3/40147 R. H. Meyer and $/40146 J. J. Robinson 
‘are appointed from the Regular Army Special Reserve, Royal 
Australian Army Medical Corps (Medical), and to be 
Captains, 12th January, 1958, with a Short Service Com- 
mission for a. period of two years. 


Regular Army Special Reserve. 


Royal Australian Army Medical Corps (Medical) 

To be Captain, 6th January, 1958—QX700202 Lieutenant 
G. Middleton. 

Captains VX700370 R. H. Meyer and VX700872 J. J. 
Robinson are appointed to the Australian Regular Army, 
Royal Australian Army Medical Corps (Medical), 12th 
January, 1958. 


Citizen Military Forces. 


Eastern Command. 

Royal Australian Army Medical Corps (Medical).—The 
provisional rank of 2/127057 Captain B. N. Purser is con- 
firmed. 2/130116 Captain (provisionally) M. X. Shanahan 
is seconded whilst in the United Kingdom, 1st December, 


1957. The age for retirement of 2/147971 Captain L. E. Jabour 
is extended until 2ist June, 1959. 


Southern Command. 

Royal Australian Army Medical Corps (Medical).—The 
provisional: rank of 3/101031 Captain R. C. W. Williams is 
confirmed. 5/26400 Captain (provisionally) N. M. Orton 
relinquishes the _ provisional rank of Captain, 
November, 1957, and is transferred to the Reserve of Officers 
CRoyat Australian Army Medical Corps (Medical)) (Southern 
Command), and is granted the honorary rank of Captain, 
1st December, 1957. 


Reserve Citizen Military Forces. 


Royal Australian Army Medical Corps (Medical) 
The following officers are placed upon the Retired List 


(Western Command) with permission to retain their rank 
and wear the prescribed uniform, 28th February, 1958: 


Major (Honorary Lieutenant-Colonel) C. Fortune and 
Captain F. E. Gallash. 

The following officers are placed upon the Retired List 
with permission to retain their rank and wear the prescribed 
uniform, ist March, 1958: 

Southern Command. — Lieutenant-Colenel (Honorary 
Colonel) I. J. Wood, M.B.E., Lieutenant-Colonel J. O. Smith, 
M.B.E., Major K. B. Brown and Lieutenant E. G. Heriot. 

The following officers are retired, ist March, 1958: 

Eastern Command.—Honorary Captain G. L. Howe. 


Southern Command.—Honorary Captain W. T. Greening. 
Centrai Command.—Honorary Captain A. A. Wallace. 
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Gustralian Wedical Board Proceedings. 


NEW SOUTH WALES. 


Tum following additions and amendments have been made 
to the Register of Medical Practitioners for New South 
Wales, in accordance with the provisions of the Medical 
Practitioners Act, 1938-1957: 

Registered medical practitioners who have complied with 
the requirements of Section 17 (3) and are registered under 
Section 17 (1a) of the Act: Bevan, Esther Bobbie, M.B., 
B.S., 1950 (Univ. Queensland), D.C-H. (London), 1957; 
Brooks, George Peter, M.B., B.S., 1953 (Univ. Queensland); 
Colebatch, Hal John Hester, M.B., BS., 1961 (Univ. 
Adelaide) ; Glover, Noel Stanley, MB., BS., 1952 (Univ. 
Queensland); Leung, Wai Piu, M.B. BS., 1956 (Univ. 
Queensland) ; Thrift, Errol George, M.B., BS., 1956 (Univ. 
Queensland); Tuffley, Robin Edward, MB., BS. 1955 (Univ. 
Queensland). 

Registered medical practitioners who have complied with 
the requirements of Section 17 (3) and are registered under 
Section 17 (1b) of bmp Act: Corbett-Daly, Carmel Patricia, 

M.B., BCh., 1943 (N.U. Ireland), DCH. (RCP. and S. 
Ireland), 1955; Humby, Thomas Graham, M.R.C.S. 
age me! LRP. (London), 1935; O’Kelly, Liam Nicholas, 

B.Ch., 1941 (NU. Ireland); Roland, Margaret Joy, 
MB. Ch.B., 1947 (Univ. Bristol), D.C.H. (London), 1953. 

Registered medical practitioner who has complied with 
the requirements of Section 17 (3) and is registered under 
Section 17 (2) of the Act: Bankoff, George, M.D., 1929 (Univ. 
Florence). 

Registered medical practitioner who has complied with 


the requirements of Section 17 (3) and is registered under 
Section 17 (2b) of the Act: Enders, Paul Siegfried, M.D., 


1947 (Univ. Innsbruck). 
The following have been issued with licences in accordance 
with the provisions of Section 21c of the Act: Cerbuks, Janis, 


M.D., 1930 (Univ. Riga); Kisonas, Vytautas, M.D., 1939 
(Univ. Lithuan‘a); Wilcox, Eva, M.D., 1949 (Univ. Bonn). 


.of special lectures. 


Motice. 


FIFTH INTERNATIONAL CONGRESS OF INTERNAL 
MEDICINE. 


Tup fifth International Congress of Internal Medicine will 
take place in Philadelphia from April 24 to 26. In issuing 
the programme of the meeting, Dr. T. Grier Miller, Phila- 
delphia, the Congress President, stated that, in addition to 
leading American internists, 81 speakers representing 27 
other nations would participate in the Congress’s scientific 
programme. Among these would be leading physicians from 
Pol = Union, Czechoslovakia, Hungary, Rumania and 

oland. 


The scientific programme will feature a number of panels 
and symposia. Among them will be: a panel on anti- 
coagulant therapy, a symposium on cardiac diseases, a 
symposium on vascular diseases, a hematology symposium, 
@ symposium on the medical aspects of cancer, a panel on 
synthetic steroid compounds used in rheumatoid arthritis, 
@® symposium on poliomyelitis, a symposium on gastro- 
enterology, a symposium on endocrinology and diabetes, a 
symposium on cardio-vascular surgery, a symposium on the 
> ei management of tuberculosis, a panel on rehabilita- 
tion. 

The remainder of the scientific programme will consist 
Lecturers will include Dr. Paul Dudley 
White (Boston), Dr. Charles H. Best (Toronto), Sir Russell 
Brain (London), Count Aldo Castellani (Lisbon), Dr. Josef 
Charvat (Prague), Dr. Robert L. Levy (New York), Dr. 
Mariano R. Castex (Buenos Aires), Dr. Luigi Villa (Milan), 
Dr. Hisao Morita (Tokyo), Dr. Shields Warren (Boston), Dr. 
Nanna Svartz (Stockholm),-Dr. Jonas E. Salk (Pittsburgh), 
Dr. Istvan Rusznyak (Budapest), Dr. De Oya (Madrid) and 
Dr. Carlos Cruz Lima (Rio de Janeiro). 


Non-professional highlights of the Congress will include 
@ symphony concert at the Academy of Music on the 
evening of April 24, the Congress banquet at the Sheraton 
Ballroom on the evening of April 25, and a luncheon at the 
University of Pennsylvania Museum at noon on April 26. 





DISEASES NOTIFIED IN BACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED FEBRUARY 15, 1958." 
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Additional cultural activities arranged for the wives of 
those attending the Congress will include a luncheon at the 
Philadelphia Museum of Art on April 24 and a visit to the 
famous Longwood Gardens on the morning of April 25. 


It is expected that most of the Congress delegates will 
also attend the 1958 Annual Session of the American College 
of Physicians being held in Atlantic City, April 28 to May 2, 
immediately after the Congress. An official post-Congress 
tour to medical centres and points of historic and cultural 
interest in Washington, Baltimore, Detroit, Ann Arbor, 
Niagara Falls, Boston and New York from May 7 to May 15 
has also been arranged. 


Full particulars of the Congress can be obtained from the 
Secretary-General, Fifth International Congress of Internal 
Medicine, 4200 Pine Street, Philadelphia 4, Pennsylvania. 





ARTHUR SIMS PROFESSORSHIP. 





Prorpssor M. L. RoSENHEIM, Director of the Medical Unit 
of the University College Hospital Medical School, London, 
who has been awarded the Arthur Sims Professorship, will 
be visiting Australia and New Zealand between March and 
June this year. His provisional time-table and itinerary 
are as follows: March 11 to 15, Perth; March 16 to 22, 
Adelaide; March 22 to April 11, Sydney; April 11 to May 5, 
New Zealand; May 8 to 26, Melbourne; May 26 to 27, 
Canberra; May 27 to June 2, Brisbane; June 3 to 7, Sydney. 

While he is in Sydney Professor Rosenheim will speak at 
the following seminars: 

March 26, at 2 p.m., in the Maitland Lecture Hall, Sydney 
Hospital, “The Management of Hypertension”. 

March 28, at 1.15 p.m., in the Scot Skirving Lecture 
Theatre, Royal Prince Alfred Hospital, “Phzochromo- 
cytoma”. 

April 1, at 115 p.m., at St. Vincent’s Hospital, “Chronic 
Pyelonephritis”. 


—_— 
<—— 





Mominations and Elections. 





THE undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association: 


Sheldon, Bruce Henry Gilbert, M.B., B.S., 1955 (Univ. 
Sydney), 36 Lambert Road, Bardwell Park, New 
South Wales. 


Joffick, Solomon David, M.D., 1917 (Univ. Yuriev) 
(registered in accordance with the provisions of 
Section 17 (2a) of the Medical Practitioners Act, 
1938-1957), 201 Macquarie Street, Sydney. 

Way, Maxwell Charles, M.B., B.S., 1957 (Univ. Sydney), 
14 Killara Avenue, Riverwood, New South Wales. 

Cooper, Ian Allan, M.B., B.S.,-1957 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown, New 
South Wales. 

Taylor, Roy Francis le Cappelaine, M.B., B.S., 1957 
(Univ. Sydney), Mater Misericordiz Hospital, Crow’s 
Nest, Sydney. 





<tiin 
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Wedical Appointments. 





Dr. A. A. Reid has been appointed a psychiatrist in the 
Mental Hygiene Branch, Department of Health, Victoria, and 
yee, Superintendent of the Mental Hospital, Mont Park, 

ctoria. 


Dr. A. E. P. Donnan has been appointed medical officer in 
the Mental Hygiene Branch, Department of Health, Victoria. 


Dr. R. F. Lowe and Dr. R. R. Collman have been appointed 
members of the Opticians Registration Board, Victoria. 


Dr. R. L. Llewellyn-Smith has been appointed Deputy 
Superintendent of the Repatriation Mental Hospital, 
Bundoora, Victoria. 


Dr. J. M. Collins has been appointed honorary assistant 


to the Director of the Psychiatric Clinic, Royal Adelaide 
Hospital, South Australia. 


Deaths. 





Tup following deaths have been announced: 
Craic.—Robert Fulton Craig, on February 19, 1958, at 
Brisbane. 


SHaw.—John Holmes Shaw, 
Melbourne. 


on February 20, 1958, at 





Diary for the Wonth. 


MARCH 11.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 
Marcu 11.—New South Wales Branch, B.M.A.: Medical Politics 





Committee. 

Marcu 13.—New South Wales Branch, B.M.A.: Public Relations 
Committee. 

MarRCcH nee South Wales Branch, B.M.A.: Ethics Com- 
mittee. 


Marcu 14.—Tasmanian Branch, B.M.A.: Branch Council. 

MarcH 14.—Queensland Branch, B.M.A.: Council Meeting. 

MARCH meee Australian Branch, B.M.A.: Annual 
eeting. 


i 


Wedical Appointments: Important Motice, 





MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 





Editorial Motices, 





ALL articles submitted for publication in this Journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully checked. 
In a reference the following information should given: 
surname of author, initials of author, year, full title of article, 
name of journal, volume, number of first page of the article. 
The abbreviations used for the titles of journals are those 
adopted by the Quarterly Cumulative Index Medicus. If a 
reference is made to an abstract of a paper, the name of the 
criginal journal, together with that of the journal in which the 
recede ed has appeared, should be given with full date in each 
nstance. 


Authors submitting illustrations are asked, if possible, to 
provide the originals (not photographic copies) of _ line 
drawings, graphs and diagrams, and prints from the original 
negatives of photomicrographs. Authors who are not accustomed 
to preparing drawings or photographic prints for reproduction 
are invited to seek the advice of the Editor. 


Original articles forwarded for publication are understood to 
be offered to THE MepIcAL, JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. . 


All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 


Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this Journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one month. 


SUBSCRIPTION RatTeEes.—Medical students and others not 
receiving THe MepicaL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in Australia can become subscribers to the Journal by applying 
to the Manager or through the usual agents and Kkseliers. 
Subscriptions can commence at the beginning of any quarter 
and are renewable on December 31. The rate is £5 per annum 
within Australia and the British Commonwealth of Nations, 
and £6 annum within America and foreign countries, 
payable in advance. 





